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Abstract

Survey of Compassion Fatigue Education in APA-Accredited
Clinical and Counseling Psychology Programs
Marissa Scroggins
Antioch University Seattle
Seattle, Washington

The purpose of this study was to examine the present state of compassion fatigue (CF)
education in APA-accredited clinical and counseling doctoral level training programs. It
also sought to identify the number of training programs that require CF training or offer it
as optional, attempted to discern the type of setting in which it is taught (class,
supervision, etc.), as well as identified some of the reasons why it may not have been
included (cost, time, interest, etc.) in programs without CF training. A researcherdeveloped survey was designed and consisted of a mixture of yes/no and multiple choice
questions. Program chairs in 287 programs served as representatives of their programs and
were invited to participate in this study. Participants included 69 program chairs from

APA-accredited clinical and counseling programs that met study criteria. Descriptive and
inferential statistics were used to analyze the data. In response to the first question of
“Does your program offer any form of compassion fatigue prevention training,” the
majority of participants (75.4%) indicated that they did not have any formal CF
prevention training though several indicated that CF training likely occurs in spontaneous
iv

class and supervision discussions. In response to the question “if no CF training exists,
why not,” the majority of participants sited “other” (58.5%) or “lack of time” (34%). The
results and interpretations are explained; contributions to the current literature,
implications, and limitations are discussed; and recommendations for future research are
provided. The electronic version of this dissertation is at OhioLink ETD Center,
www.ohiolink.edu/etd
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This dissertation is dedicated to all the healers and helpers of the world- mental health
professionals, medical professionals, first responders, and care givers; anyone trying to
make this world a better place. Thank you for your willingness to bear witness to the pain
and suffering of the world. This dissertation helps serve as an important reminder that
we are all in this together and that we need to make caring for ourselves a priority while
we go about our work caring for others.
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Chapter I: Introduction
Psychology graduate school training programs are responsible for training future
generations of psychologists and preparing them for a successful future in the field. In
order to foster competency and effectiveness among their students, psychology graduate
programs typically adhere to numerous educational and experiential requirements
mandated by various regulatory bodies. These include state licensing boards and the
American Psychological Association (APA) for doctoral programs. Though educational
requirements may vary slightly between programs, typically they include
content/knowledge domains and completion of a dissertation or similar project, among
other factors, while experiential requirements address clinical training such as practicum
and internship (American Psychological Association [APA], 2007). For example, the
APA’s Committee on Accreditation (2007) lists the following required content domains:
biological aspects of behavior; cognitive and affective aspects of behavior; social
aspects of behavior; history and systems of psychology; psychological
measurement; research methodology; and techniques of data analysis; individual
differences in behavior; human development; dysfunctional behavior or
psychopathology; and professional standards and ethics; theories and methods of
assessment and diagnosis; effective intervention; consultation and supervision;
and evaluating the efficacy of interventions; and issues of cultural and individual
diversity that are relevant to all of the above areas. (p. 7)
Due to class-time restrictions, materials are often prioritized with the hope that
students will study topics of personal-interest and personal-responsibility, including those
that promote physical and mental health, independently through homework assignments,
further readings, research, and attending workshops/conferences, etc. With all of the
information required to cover in limited class time, it is unsurprising that topics not
mandated by APA may receive less attention. Thus, topics such as compassion fatigue
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(CF), self-care, and compassion satisfaction (CS) may not be included in all doctoral
program curricula as have been championed by recent studies (e.g., DeAngelis, 2002;
Merriman, 2011; Turner et al., 2005).
However, Myers, Mobley, and Booth (2003) argued that the graduate programs’
role of training future mental health professionals includes the responsibility to watch for
trainee impairment, incorporate wellness into the curriculum, and encourage personal and
professional development. In addition, much of the current compassion fatigue literature
argued that training programs and professors are responsible for helping to ensure new
counselors understand the risks of the field and to equip them with skills to assist in the
prevention and recovery from compassion fatigue symptoms (Baker, 2012; Harrison &
Westwood, 2009; Keim, Olguin, Marley, & Thieman, 2008; Merriman, 2011; O’Halloran
& O’Halloran, 2001). In fact, O’Halloran and O’Halloran (2001) stated that “providing
training that includes a focus on the effects of working with traumatized clients and on
developing strategies to ameliorate symptoms is an important, although often neglected,
aspect of preparing students for their roles as future professionals” (p. 93). This issue
was also expressed in student’s anecdotal reports about their perceived lack of training on
the above issues as well as a lack of adequate role models for self-care (DeAngelis, 2002;
Turner et al., 2005). In addition, the majority of graduate student participants in one
study (Merriman, 2011) denied having received any formal training on compassion
fatigue or its prevention in their program. Skovholt, Grier, and Hanson (2001) argued
“counselor training, congruent with the nature of the work and the people in it, is
predominantly other-focused . . . with relatively little attention given to care for the self”
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(p. 168). Others (Yager & Tovar-Blank, 2007; Young & Lambie, 2007) have also
highlighted the fact that self-care is rarely covered in counselors’ training courses,
supervision, and work place environments.
Understanding and teaching issues related to compassion fatigue can be confusing
as different terms are often used in the literature regarding the topic. As Stamm (1997)
reported, “the great controversy about helping-induced trauma is not ‘Can it happen?’
(sic) but ‘What shall we call it?’” (p. 1). Research on the topic of caregiver/helper stress
used the terms countertransference, burnout, vicarious trauma/traumatization, secondary
victimization, secondary trauma/traumatization, secondary traumatic stress, compassion
stress, compassion fatigue, and empathy fatigue as well as others (Figley, 1995;
Marchand, 2007; Simpson & Starkey, 2006). Sometimes these terms are used
interchangeably yet others suggest that they are separate but related entities that may
represent a difference in intensity. Because there is incongruity in the literature about the
definitions of the terms used in this paper, for the purposes of this study the researcher
used the following working definitions.
Definitions
Compassion fatigue (CF) is defined as a “state of exhaustion and dysfunction–
biologically, psychologically, and socially––[that] can be a result of prolonged exposure
to client stories resulting in helping professionals feeling overwhelmed and/or
hopelessness due to a desire to remove the client’s pain” (Figley, 1995, p. 253).
Compassion fatigue is used synonymously in this paper with secondary stress/trauma and
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vicarious trauma as all three terms are often described using similar definitions and are
used interchangeably in the literature (Craig & Sprang, 2010).
On the other hand, compassion satisfaction (CS) refers to the positive feelings and
effects on a therapist of seeing the strength and resilience of the human spirit as well as
feeling as though they helped someone (Stamm, 2002). It is often used synonymously
with vicarious resilience, defined by Hernandez, Gangsei, and Engstrom (2007) as the
positive impacts and transformations a therapist experiences as they learn about
overcoming adversity from their clients.
Self-Care refers to the acts of engaging in healthy behaviors so that a person
holistically takes care of his or her personal needs including engaging in healthy
behaviors that promote physical, mental, and social wellbeing (Alkema, Linton, &
Davies, 2008). They include, but are not limited, to:
managing boundaries, making ethical decisions, using time management, taking
time for self-pleasure, balancing work, and personal time, meditating,
participating in visualization, engaging in support networks both personal and
professional, debriefing, having a sense of humor, engaging in creative activities,
and maintaining self-awareness. (Merriman, 2011, p. 16)
Negative Impacts of CF
The main focus of this study was on compassion fatigue training while
compassion satisfaction and self-care were discussed in relation to it. For example,
engaging in healthy self-care practices can help compensate for the mental and physical
tolls associated with the mental health professions as therapists can become overly
stressed, burn out, and/or develop compassion fatigue or secondary traumatic stress
disorder (STSD). STSD, although similar to CF, is more severe and believed to be a
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result of untreated CF; its symptoms are comparable to Post Traumatic Stress Disorder
(Figley, 1995). Symptoms of STSD can emerge spontaneously without much warning or
after long-term exposure and are usually accompanied by feelings of helplessness,
confusion, and isolation (Alkema et al., 2008, Marchand, 2007). These experiences are
linked to a range of distressing symptoms such as: difficulty sleeping, increased startle
response, avoidance, intrusive thoughts, and images, depressed or anxious moods
(Alkema et al., 2008). According to Alkema et al., 2008 and Eastwood and Ecklund,
2008 (as cited in Merriman, 2011) the symptoms may also include a sense of
helplessness, isolation, and confusion; if ignored these symptoms can lead to a premature
exit from the profession, boundary violations, ethical violations, and other poor clinical
decisions potentially harming clients. Furthermore, those experiencing CF may
experience a shift in their cognitive schema or “perceptions of the world and themselves
and … can disrupt the counselor’s sense of safety, trust, sense of self-esteem, sense of
control, and relationships with significant others” (Van Hook & Rothenberg, 2009,
p. 39). Gentry’s (2002) critical analysis of the history, causes, treatments and prevention
of compassion fatigue also indicated that these symptoms have the potential to “disrupt,
dissolve, and destroy careers, families, and even lives” (p. 28)—as suicide has occurred
in more severe cases. All of these symptoms and concerns are not only dangerous for the
clinician but can also adversely impact the clinician’s ability to give adequate care to
clients. Since most therapists rely on their ability to connect, empathize, and respond
appropriately to clients in the moment compassion fatigue symptoms can be detrimental
to therapists’ practice as CF can interfere with these skills. Furthermore, interpersonal
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struggles arise for those impacted by vicarious trauma, as they may be less emotionally
accessible to their friends and family, which can result in intimacy problems with
significant others (Trippany, White Kress, & Wilcoxon, 2004). Therefore, preventing or
ameliorating the impacts of CF as early as possible is imperative.
CF Training
Arguments for CF training to begin in graduate school were described in several
studies over the years (Bockrath, 1999; Chrestman, 1995; Figley, 1995; Keim et al.,
2008; Merriman, 2011; Pearlman & Mac Ian, 1995; Schauben & Frazier, 1995; Turner et
al., 2005; Way, VanDeusen, Martin, Applegate, & Jandle, 2004). Research indicated that
therapist trainees with less experience providing treatment may have more difficulty with
the impacts of providing trauma work. As a result, the trainees may have an increase in
compassion fatigue symptoms. These symptoms can lead to further difficulties because
younger therapists may feel a sense of shame or incompetence for experiencing these
difficulties if they are not aware that it is a normal reaction (Pearlman & MacIan, 1995).
Due to this fear of inadequacy they may be less likely to seek appropriate supervision or
help when needed, which increases the risk that they may lose the ability to stay
connected and empathetic to their clients, or leads to dissatisfaction with their work, and
a potential premature exit from the field (Pearlman & Saakvitne, 1995).
In addition to clients’ stories, O’Halloran and O’Halloran (2001) reported that
difficult course material and class discussions may impact students, including the
potential for these experiences to result in secondary traumatic stress (STS). In order to
help address this and possibly decrease the potential and/or severity of these symptoms,
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O’Halloran and O’Halloran urged faculty to develop strategies for addressing these issues
and to pay specific attention to students’ affect and participation when course content is
related to traumatic situations. For personal and professional reasons, it is important that
students learn to address symptoms of trauma prior to graduating and entering the
counseling profession, as trauma symptoms can impact the student’s learning, personal
life, and work with clients (O’Halloran & O’Halloran, 2001).
Harrison and Westwood (2009) argued that there is an ethical requirement to
address the problem of vicarious trauma (aka compassion fatigue, secondary trauma).
The authors indicated that this requirement is not only for professionals, but also for
those who educate and/or employ them. Along with the personal-emotional risks
inherent in the compassionate nature of psychotherapy, including the risk of compassion
fatigue symptoms, mental health professionals in some states contend with ethical
requirements of being a mandated reporter for the unprofessional conduct of their peers if
their peers are believed to be clinically impaired. For example, in Washington State,
psychologists are legally required to report unprofessional behaviors of those licensed by
the State Department of Health if they are believed to be impaired due to excessive
alcohol/drug use, inappropriate client relations, etc. due to the potential to cause harm to
clients (Washington State Legislature, WAC 246-16, 2009b; Washington State
Legislature, RCW 18.130.070, 2007). Although unprofessional behaviors and
impairment may not always be due to compassion fatigue, some of the symptoms and
consequences are similar. Thus, it highlights yet another reason why training on these
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issues is essential for those in the helping profession to assist in avoiding complaints of
unprofessional conduct or clinical impairment (O’Connor, 2014).
As stated above, self-care can help prevent and combat the symptoms of CF
(Alkema et al., 2008; Merriman, 2011). Self-care helps support balance, the act of
juggling work, school, and home-life responsibilities. Self-care includes a number of
activities tailored to individual preferences such as: incorporating breaks, rewards,
integrating physical and social activities, as well as community involvement (King &
Herb, 2012). However, despite the fact that emphasis is often placed on balance in
graduate school due to the multiple demands of school, family, and other training
demands, there are no curriculum requirements to ensure balance is actually achieved.
Some graduate programs attempt to address this issue by requiring students to complete
personal therapy in order to graduate. However, the American Psychological Association
Ethical Principles of Psychologists and Code of Conduct does not require personal
therapy for students, but instead allows graduate programs to set their own standards on
this issue (2010). According to a study conducted by Pope and Tabachnick (1994), only
13% of psychologists who responded to their national survey reported attending a
graduate program requiring personal therapy for therapists-in-training. Participants in an
earlier study by Wampler and Strupp (1976) also reported a very low requirement rate
with only 4% indicating that their programs mandated therapy for students while 67%
encouraged it and the rest were impartial, demonstrating little change (9%) in18 years.
Even though program requirements may vary on how to address personal matters, the
issue that balance and personal well-being are important for clinicians at all stages of
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their careers seems to be uncontested. In fact, the inability to find balance between work
and home life was listed as the main stressor for 72% of surveyed psychologists
according to a 2010 survey of 800–850 practitioners conducted by the APA (Martin,
2010). Furthermore, issues of “burnout and compassion fatigue” were also among the
top five stressors listed in that study with 59% of the participants indicating this as a
concern (Martin, 2010, p. 9). Although balance goals are seemingly basic, achieving
balance is often difficult, especially for graduate students.
One reason self-care practices may diminish during graduate school is the belief
that these sacrifices are temporary and self-care habits can be formed again after
graduation. However, challenges in balancing professional and personal responsibilities
exist in each life stage, highlighting yet another reason why an early development of selfcare practice is imperative (Badali & Habra, 2003). Effective self-care habits that are
formed and practiced early may help student clinicians cope more successfully with the
stressors of graduate school and future professional demands, some of which include
“high workload and role demands, evaluation by others, lack of experience/mastery,
boundary issues, ethical quandaries, institutional demands, and managing interpersonal
and professional relationships” (Badali & Habra, 2003, p. 14). Additionally, Lawson and
Venart (2005) stressed that “the care that counselors provide others will be only as good
as the care they provide themselves” (p. 245). Others argued that developing a good selfcare plan may help lessen the risk or severity of issues with burnout, secondary traumatic
stress or compassion fatigue in graduate students, early career, and experienced clinicians
(Keim et al., 2008; Merriman, 2011; Pearson, 2003; Solway, 1985; Weaver, 2000).
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Based on these issues as well as the studies mentioned above, the idea of balance
between academia, work, and personal responsibilities as well as the importance of selfcare and knowledge about compassion fatigue are clearly important for therapists’
training and practice, yet they are not currently required components of APA-accredited
doctoral academic or clinical training (APA’s Committee on Accreditation, 2007). Thus
the present study sought to determine to what extent programs are voluntarily covering
these topics.
Statement of the Problem
Considerations of how helpers are impacted by their work are not new, yet
research on the topic of compassion fatigue is relatively recent (Figley, 2002). As
described earlier, compassion fatigue refers to the harmful mental, physical, and social
transformations that occur within a clinician as a result of listening to client’s stories.
This is an occupational hazard and does not necessarily signify pathology; however, it
does change how the therapist interacts with themselves, others, and the world. Although
previously thought to be correlated solely with trauma work, evidence suggests mental
health professionals working in various disciplines with a range of presenting problems
are also at risk for compassion fatigue due to the empathetic nature of the work (Figley,
1995; van Dernoot Lipsky & Burk, 2009).
Unfortunately, evidence suggests psychology programs lack training in
compassion fatigue and its prevention (Merriman, 2011; O’Halloran & O’Halloran, 2001;
Stamm, 2002). In addition, this researcher’s own experience provides a personal
example of how CF training may be lacking in clinician’s training, as her only academic
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exposure to CF involved a brief presentation on CF from a guest lecturer. Omission of
CF from graduate programs is regrettable due to literature describing the negative
impacts of helping professions including compassion fatigue and subsequent importance
of prevention and early education (Figley, 2002; Merriman, 2011; Simpson & Starkey,
2006; Sprang, Clark, & Whitt-Woosley, 2007).
Many clinicians, including those in training and early in their careers, may think
that compassion fatigue is something that only happens to helpers who have been
working in the profession for a long time or for those who work strictly with trauma.
However, according to Charles Figley (1999), all those in the helping profession are at
risk for developing compassion fatigue as “the capacity for compassion and empathy
seems to be at the core of our ability to do the work and at the core of our ability to be
wounded by the work” (p. xv). In fact, the etymology of compassion is “to bear
suffering” or “suffer with” (Figley, 2002, p. 1434; Compassion, n.d).
Combating these issues does not happen by chance or luck but instead requires an
active and intentional practice of engaging in activities and decisions that help promote
counselor wellbeing. Therefore, graduate training should include education on
compassion fatigue, self-care, and compassion satisfaction given the difficult nature of
mental health professions and the damaging consequences of CF. Particularly, graduate
training programs have a unique opportunity to offer education, training, and prevention
materials on CF as well as to encourage the development of positive self-care strategies
in both class and supervision throughout students’ academic careers.
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Purpose Statement
A growing body of research highlights the importance of prevention and
preventive-based training models for compassion fatigue to begin in graduate programs
with additional support provided in supervision (Figley, 2002; Gentry, 2002; Merriman,
2011; Pearlman & Mac Ian, 1995; Pearlman & Saakvitne, 1995; Schauben & Frazier,
1995; Simpson & Starkey, 2006; Stamm, 1999). However, despite growing evidence for
the importance of including CF prevention programs in graduate schools, there are no
known studies examining to what extent these recommendations are being implemented
(DeAngelis, 2002). Therefore, this study attempted to provide quantitative data
demonstrating the extent of training provided in the area of compassion fatigue by
surveying program chairs. The purpose of this study was to examine the present state of
compassion fatigue training in APA-accredited clinical and counseling doctoral
psychology programs. Other goals included identifying how CF training is included in
the curriculum or why it is not. Thus, the research questions for this study were: (a) To
what extent are doctoral psychology training programs incorporating education on the
issue of compassion fatigue (CF) as advised in the literature?; (b) If CF training exists, is
it a required or optional part of the curriculum; (c) If CF training exists, in what setting(s)
is it taught?; and (d) If no CF training is offered, why not?
Significance of the Study
This study is significant because the data and findings are the first to assess the
current levels of compassion fatigue training as reported by the program chairs of APAaccredited Psy.D. and Ph.D. clinical and counseling programs across the United States.
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As such, these findings can have significance for graduate programs regarding potential
changes that would affect how mental health professionals are trained. This study adds
relevant information regarding the importance of adding ongoing education and training
on the issues of compassion fatigue, in order to increase counselor/psychologist
effectiveness and prevent premature exits from the field or client harm. This in turn,
could improve doctoral psychology program’s curricula in the areas of compassion
fatigue, compassion satisfaction, and self-care as well as the functioning of the students
in these programs by reducing the negative effects of CF both while in school and postgraduation.
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Chapter II: Literature Review
This literature review is organized into eight sections. The first offers a brief
overview of the problem of compassion fatigue including potential risk factors. The
second section addresses prevention efforts comprising of training, self-care, etc. The
third highlights the controversy of whether or not CF is a greater risk for inexperienced or
experienced counselors, which leads into the fourth section addressing CF issues
specifically for graduate students due to class content, time and money requirements,
client content, etc. The fifth examines the benefits of CF prevention while the sixth
section presents arguments for CF training to occur in graduate school. The seventh
section looks at potential barriers to including CF training in graduate school. Finally, a
review of studies that examined graduate level training in other areas such as ethics,
multiculturism etc. is addressed, as they were used as models for the present study.
Compassion Fatigue (CF)
There is a vast amount of literature supporting the idea that mental health
workers, as well as other medical professionals and first responders, are at risk for being
negatively impacted by the content of their work (Figley, 2002; Merriman, 2011; van
Dernoot Lipsky & Burk, 2009; Van Hook & Rothenberg, 2009). For therapists, listening
to multiple and repeated client stories, including traumatic experiences that often contain
vivid imagery can lead to the development of compassion fatigue symptoms (Figley,
1995). Specifically these symptoms are believed to affect mental health workers’
professional and personal wellbeing and can include	
  a range of distressing symptoms
such as intrusive thoughts and images, depressed or anxious moods, helplessness,
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isolation, etc. (Alkema et al., 2008). In her book, Help for the Helper, Rothschild (2006)
explained that although listening to clients’ trauma(s) may heighten the risk of various
negative effects, all psychologists are susceptible to compassion fatigue regardless of
clientele.
The literature review supported the susceptibility of all mental health workers,
suggesting that many counselors will likely suffer from compassion fatigue or secondary
stress as it is seen as a normal consequence of dealing with client suffering (Figley, 1995;
Rothschild, 2006; Stamm, 1999). However, research also suggested there are risk factors
that may potentially increase the likelihood or severity of these consequences. These risk
factors include personal histories of trauma and characteristics such as age, gender,
academic training, occupational role, and exposure levels as well as the type and
frequency of coping strategies, though the literature reports mixed results on the impacts
these may have (K. B. Adams, Matto, & Harrington, 2001; Birck, 2002; Brady, Guy,
Poelstra, & Brokaw, 1999; Bride, 2004; Creamer & Liddle, 2005; Kassam-Adams, 1999;
Pearlman & Mac Ian, 1995; Schauben & Frazier, 1995; Sprang et al., 2007; Steed &
Bicknell, 2001; Way et al., 2004).
Compassion Fatigue Prevention
Concern over the negative impacts of the helping profession including
compassion fatigue has grown in recent years. In fact, the American Counseling
Association (ACA) established a task force in 2003 to address educational perspectives
and prevention tactics regarding these issues and helped provide practical information,
valuable resources, and self-directed assessment tools to bring awareness of the potential
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risks for professional burnout and fatigue while promoting self-care and counselor
wellness (Lawson & Venart, 2005).
In 2004, the ACA Task Force sent a survey to a random sample of ACA members
in order to determine what counselors knew about impairment. Therapeutic impairment
was defined as:
a significant negative impact on a counselor's professional functioning which
compromises client care or poses the potential for harm to the client, due to:
substance abuse or chemical dependency, mental illness, personal crisis
(traumatic events or vicarious trauma [emphasis added], burnout, life crisis) or
physical illness or debilitation. (Lawson & Venart, 2005, p. 243)
While the full study is unpublished and thus unavailable for review, the ACA reported a
summary of their findings on the taskforce website (ACA, 2002), in addition the findings
of the Task Force are also discussed in Lawson and Venart (2005) and Lawson, Venart,
Hazler, and Kottler (2007) reports. Out of the 5,200 surveys sent to ACA members only
770 were returned, yielding a response rate of 17%. However, the authors identified the
obtained response rate as sufficient for the purposes of an exploratory descriptive study
(Lawson et al., 2007). The results of the 770 returned surveys as reported by Lawson and
Venart (2005) indicated that most of the responding counselors (63.5%) have known a
counselor they would consider impaired. In most cases, the participants reported that the
impaired counselor did not receive disciplinary action (77.8%) or therapeutic intervention
(73.7%) to their knowledge though most also reported that impairment presents a
significant risk to clients (75.7%). These findings led the ACA to develop three goals to
attempt to address these needs. The first was impairment prevention and resiliency
education designed for all counselors. The second involved resources, intervention, and
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treatment for counselors who were impaired while the third and final goal involved
advocacy within ACA and on the state and national level to address the needs of impaired
counselors (ACA, 2002; Lawson & Venart, 2005).
Lawson and Venart (2005) highlighted that all counselors fall somewhere on the
continuum from well to impaired and may move from one point to another at any time;
thus, it is useful for counselors to know the risks associated with impairment and to have
strategies in place that promote wellbeing. Furthermore, according to the survey results
of the ACA Task Force on Impaired Counselors (ACA, 2002), a good self-care practice
includes prevention and resiliency education as well as debriefing with colleagues. Good
self-care practice should also include accessing continued supervision or consultation to
help counselors identify the risks associated with the helping profession and identifying
personal areas of vulnerability and strength. Lastly, a good self-care practice employs
strategies such as spending time with family and friends, exercising, etc. (Lawson &
Venart, 2005).
In 2011, Lawson conducted a similar study to the ACA Task Force described
above with comparable findings. Lawson sent surveys to 1,000 randomly selected
members of the American Counseling Association (ACA) to assess what counselors do to
remain vital, how well they are, and their professional quality of life. Twenty-two
packets were undeliverable while 506 surveys were completed and returned, resulting in
a response rate of 51.7%. Participants completed a demographic questionnaire and three
surveys including the 5F-Wel wellness survey, the Professional Quality of Life survey
(ProQual), and the Career-Sustaining Behaviors survey (CSB).
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Results indicated that significant differences existed both between the sample and
control groups as well as within the sample based on caseload and personal
characteristics. For example, counselors who worked in private practice scored higher on
the wellness measure (5F-WeI) than did counselors who worked in K–12 school and
community agency settings. Those with larger percentages of trauma cases or with highrisk clients seemed to be at increased risk for burnout and reported less job satisfaction.
Counselors with high wellness scores engaged in more career sustaining behaviors
(CSBs) and reported higher positive professional quality of life factors (compassion
satisfaction). Ultimately, Lawson (2011) found greater wellness and self-care behaviors
resulted in an improved professional quality of life and suggested programs should focus
on increasing holistic wellness in order to help counselors retain high compassion
satisfaction and avoid compassion fatigue.
Though the sample size was adequate and included a variety of demographic and
caseload variables, it is important to note all respondents were members of the ACA, and
therefore the results cannot be generalized to all counselors/psychologists. Regardless of
these limitations, the literature indicated that the potential for risks to counselors is
inherent in the work they do but strategies for minimizing these risks and maintaining
wellness were also reported.
Compassion Fatigue: The Result of Cumulative Stress or Inexperience?
Some of the literature suggested that CF escalates gradually as a product of
cumulative stress or exposure over time including the time spent in the field, long
working hours, or having a large case load of trauma cases (Kassam-Adams, 1999;
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Meyers & Cornille, 2002). Meyers and Cornille examined the prevalence of secondary
traumatic stress symptoms for those working for child protective services (CPS). The
authors sent participation requests to directors in 92 different counties of a large southern
state, 42 of whom responded though two denied involvement of their program. The
remaining forty directors provided a total of 360 names/addresses of CPS workers, of
which 205 completed and returned the survey. The majority of the participants were
Caucasian (69%) and female (83%). Participants completed the Brief Symptom
Inventory (BSI) and the Impact of Event Scale- Revised (IES-R) and answered questions
pertaining to personal trauma history, family of origin functioning, and duration/intensity
of exposure to children’s trauma. Results indicated that those who had worked in the
field longer and had therefore been exposed to longer duration of children’s traumas
experienced increased severity of secondary trauma symptoms compared with those with
fewer years of experience. In addition, those who worked more than 40 hours a week
reported more symptoms when compared to those who worked less than 41 hours per
week.
Kassam-Adams (1999) also studied the relationship between level of exposure
and secondary trauma symptoms in those who treat sexual trauma. Participants included
100 masters’ or doctoral level psychotherapists in outpatient settings on the East Coast of
the United States. The majority of the participants were white females though their ages
(23–65) and experiences levels (1–32 years) varied. Participants were asked to report on
their working environment, personal trauma history, as well as exposure to clients’
traumas, and to complete the Personal Strain Questionnaire (PSQ) and Impact of Event
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Scale (IES). The results were similar to those of Meyers and Cornille (2002) where
secondary traumatic symptoms were correlated with the therapists’ exposure/experience
levels indicating that those who had a higher percentage of sexual trauma cases reported
more distress.
Limitations of the above studies include the use of a specific population, those
who work primarily with sexual abuse/child abuse cases, and thus the generalizability to
all mental health care professionals is limited. Furthermore, the majority of the
participants were white females from one geographic area.
Yet other studies observed greater risk for compassion fatigue in inexperienced,
novice counselors, which is of particular relevance to the present study (K. B. Adams et
al., 2001; Sprang et al., 2007; Way et al., 2004). Sprang et al. (2007) measured
compassion fatigue, compassion satisfaction, and burnout comparing mental health
provider characteristics including age, gender, education, licensure, years of experience,
specialized training, and work setting. A total of 6,720 licensed or certified mental health
providers in a rural southern state were the focus of this study; however, those who held
multiple licensures were only counted once, resulting in a final count of 5,752. A total of
1,121 psychologists, psychiatrists, social workers, marriage and family therapists,
professional counselors, and drug and alcohol counselors, ranging in age from 23–81,
from various work settings including community mental health settings, other public
agencies, private practice, inpatient facilities, private facilities, etc. participated, yielding
a 19.5% response rate. Participants completed the Professional Quality of Life Scale as
well as answered questions pertaining to practice methods, use of evidenced-based
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practices, knowledge of event-specific responses in various populations (rural, children,
the elderly), barriers to effective treatment, and levels of compassion fatigue, compassion
satisfaction, and burnout.
Results indicated that younger age, less clinical experience, and a caseload with a
higher percentage of trauma clients were associated with higher compassion fatigue
symptoms.	
  	
  Limitations include a low response rate that limits the generalizability, the
use of a survey that limited the number of items included such that significant variables
(e.g., personal trauma history, habitual coping approaches, exposure to trauma type, and
frequency and quality of clinical supervision) were not included in the instrument.
Furthermore, the survey method allowed for the potential of social desirability in the
providers’ self-report responses.
K. B. Adams et al. (2001) tested the convergent and discriminant validity of the
Traumatic Stress Institute Belief Scale (TSI) - Revision L as a measure of vicarious
trauma. A survey was sent to 480 master’s level social workers (MSWs) using random
selection from the National Association of Social Workers (NASW). Participants were
asked to complete the TSI Belief Scale, Maslach Burnout Inventory, Perceived Social
Support, a somatic symptom scale as well as additional questions including (a) How
much does material from clients bring up uncomfortable memories or feelings for you
from your personal life? (b) How often are you reminded of material from clients in your
off-work hours and (c) To what extent are you bothered by such thoughts/feelings? A
response rate of 38.5% was met with the completion of 185 surveys. The TSI scale
purports to measure disrupted/disturbed beliefs that may be a caused by direct trauma or
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exposure to repeated client traumas. Using correlational and multiple regression
analyses, the authors found that TSI scores were associated with younger age, more
somatic symptoms, lower salaries, lower scores on Perceived Social Support, and higher
scores of Maslach’s Burnout Inventory. TSI scores were not found to be associated with
personal trauma history or weekly amount of client contact. The authors reported that the
younger/more inexperienced social workers in their study reported more disturbances in
beliefs about themselves, their relationships as well as more somatic symptoms,
depersonalization and lack of personal accomplishment is concerning and highlight the
need for supervision.
Way et al. (2004)	
  compared vicarious trauma in clinicians who treated either
sexual abuse survivors or sexual abuse offenders. A total of 573 (33%) surveys were
returned out of the original 1,754 invitations. After eliminating surveys that could not be
delivered or were unusable, there were 409 surveys for an effective response rate of 23%.
Although only 347 of these had complete data for the two dependent variables (intrusions
and trauma) and were included in this study. Participants from two separate professional
organizations, the Association for the Treatment of Sexual Abusers (ATSA) and the
American Professional Society on the Abuse of Children (APSAC) completed questions
on demographic characteristics, client population served, and length of tenure providing
sexual abuse treatment as well as the Impact of Events Scale and the Childhood Trauma
Questionnaire (CTQ). Results found that clinicians who worked with survivors and had
less experience providing treatment had higher intrusion symptoms while the younger
clinicians who worked with offenders had higher avoidance symptoms.	
  	
  The authors
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posited that novice clinicians may require more specialized training on the potential risks
of doing trauma work and on self-care, which can serve as an initial step toward
increasing early recognition and intervention in order to help combat the symptoms of
vicarious trauma.
Compassion Fatigue Issues for Graduate Students
One assumed cause for the negative impacts of CF on therapist trainees and
novice therapists is the transition from graduate student to counselor, including a change
in identity and the loss of support, rendering novice counselors vulnerable to compassion
fatigue (Pearson, 2003; Solway, 1985). In addition, newer counselors are likely uncertain
about their competencies and readiness (Merriman, 2011; Pearson, 2003). Their potential
inexperience may make them more at risk for ethical violations, burnout, and the negative
effects of CF, as they may not have the skills necessary to cope with the emotional
difficulties associated with the job (Merriman, 2011; Steed & Bicknell, 2001).
Research continued to identify a gap in CF studies involving psychology students
and early professionals, especially when examining whether compassion fatigue
prevention training is occurring in graduate school programs. However, the literature that
existed on the topic with graduate students stated that burnout and CF are indeed issues
for this population and argued for an increase in training for students in psychology
graduate programs. This training is important to include within graduate training for a
number of reasons.
One of these reasons is students may experience stress due to exposure to
potentially traumatic course content (O’Halloran & O’Halloran, 2001). For example,
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course information such as accounts of child abuse, sexual assault, disasters, terrorism,
intimate partner violence, rape, and other situations perceived as threatening can be
overwhelming for some students, especially if they have their own trauma backgrounds
(Bride, 2004; O’Halloran & O’Halloran, 2001). Although secondary traumatic stress
(STS) can be an issue in other classes as well, they are especially applicable to those
focused on trauma as well as clinical training and practicum classes (O’Halloran &
O’Halloran, 2001). Additionally, O’Halloran and O’Halloran noted that STS may be of
particular concern for beginning students as they have less experience and skills in
dealing with these issues. However, by acknowledging the potential for STS as normal
and discussing self-care strategies, it is believed that many of the negative impacts can be
avoided or at least diminished.
Weaver (2000) also acknowledged the risk for CF issues among graduate students
due to the “academic, financial, social, and time oriented demands of graduate students,
combined with the emotional demands associated with the helping professions” (p. 11).
Weaver examined the relationships between burnout, stress, and social support among
clinical, counseling, and school psychology doctoral students. Participants were student
affiliate members of the American Psychological Association (APA) who were randomly
chosen by APA staff members from the list of all student affiliates. Four hundred student
members were initially invited to participate. However, 21 packets were returned by
individuals who were no longer doctoral students and an additional 15 packets were
returned unopened due to an address change. Therefore, a more accurate sample count
was 364 participants. Of the 364 packets sent to current doctoral students in psychology,
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180 packets were returned; representing a return rate of 49%. One hundred fifty-nine
packets (44%) included usable data for materials including a Demographic Questionnaire
for Doctoral Students in Psychology (DQDSP), the Maslach Burnout Inventory - Human
Services Survey (MBI), The Modified Psychology Student Stress Questionnaire
(MPSSQ), and the Modified Sources of Support Questionnaire (MSOSQ). However, the
random selection sampling procedure utilized by the researchers increased the
representativeness of the sample to the greater population by eliminating data based
solely on voluntary responses using self-selection (selection bias) and may have provided
a more accurate description of the relationships between burnout, stress, and social
support among clinical, counseling, and school psychology doctoral students than a larger
convenience sample would have.
MANOVA results suggested that clinical, counseling, and school psychology
doctoral students were similar in their reports of overall burnout, (F = 1.08, p > .05).
Clinical and counseling students reported high levels on the emotional exhaustion scale
while school psychology students reported moderate levels. Their results on the
depersonalization and personal accomplishment scales were also similar as they were all
in the low to low-moderate range. Similar results were found for overall stress levels
(F = 1.58, p > .05), and social support (F = 1.28, p > .05) indicating no significant
differences. However, some differences were observed between the groups on the
average intensity of stress scores, including findings that clinical psychology doctoral
students’ average intensity of stressful events was higher than doctoral counseling or
school psychology students. The reasons for this difference were not assessed, yet the
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author hypothesized that it may be due to either the difference in training models (i.e.
medical model for clinical psychology versus the education model for counseling and
school psychology) or differences in the types of environments in which these students
complete their practicum and internship duties. Furthermore, these differences should be
interpreted with caution due to the large variation in sample size between the clinical
(n = 119), counseling (n = 16), and school psychology (n = 15) groups. In addition, 40%
of the student participants in Weaver’s (2000) study reported dissatisfaction with their
graduate program, which may have an effect on CF.
Besides risks involved with clinical work and course content, mental health
professionals and graduate students who directly experience traumatic events are at
increased risk for CF and other issues (Keim et al., 2008). These multiple risk factors
and stressors highlight the importance of CF prevention programs in graduate programs.
Unfortunately, few psychology graduate programs incorporate this topic in their curricula
(Bockrath, 1999; Merriman, 2011).
According to El-Ghoroury, Galper, Sawaqeh, & Bufka (2012), the APAGSACCA developed a survey to collect data on:
(a) how many psychology graduate students report significant levels of stress, (b)
what are the most frequent stressors that affect graduate students, (c) what are the
most common strategies used to cope with stress, and (d) what do graduate
students perceive as the greatest barriers to engaging in wellness and self-care
strategies. (p. 124)
Participants were selected from the APAGS membership database who were currently
enrolled in a psychology graduate program. A total of 387 valid surveys, 88% of the 438
initially distributed, were returned from students at 39 different states across the United
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States. Responses were analyzed to evaluate types of stress, coping strategies and
barriers to accessing wellness activities. Additionally, the hypothesis that graduate
students in health service professions (HSP) including clinical, counseling, or school
psychology would be more likely to report seeking psychotherapy than those in non-HSP
programs such as general, social, or developmental psychology was also examined.
Analyses also focused on whether HSP respondents would rate psychotherapy as more
helpful than non-HSP.
Results indicated that slightly more than 70% of the participants reported that they
had experienced a personal or professional challenge that interfered with their optimal
functioning. Some of the most frequently endorsed stressors included academic
responsibilities or pressures, finances or debt, anxiety, and poor work/school-life balance.
Commonly used coping strategies were support from family, friends, and classmates,
regular exercise, and hobbies, with minority students also reporting the use of spirituality
more frequently than white students. Students reported that the main barriers to
accessing wellness activities were a lack of time and cost/money. The authors suggested
that educators need to take appropriate actions to inform students about the risks of
compassion stress and protective factors such as self-care to help combat them (ElGhoroury et al., 2012).
S. A. Adams and Riggs (2008) explored vicarious trauma symptoms in therapist
trainees in relation to their personal trauma history, experience level, trauma-specific
training, and defense style. Participants included students who were enrolled in graduate
clinical and counseling psychology training programs. Surveys were distributed to 335
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clinical and counseling students in APA-accredited programs in Texas. After excluding
packets returned to those who were not currently enrolled or seeing trauma clients, a total
of 129 completed surveys were used. Participants were asked to complete a Trauma
Symptom Inventory, Defense Style Questionnaire (DSQ), and an experience
questionnaire. A little over one third of the sample (38.7%) reported a history of personal
trauma. The majority, 74.3%, indicated they had some trauma work training ranging
from minimal to substantial while the remainder reported no training in this area. The
range of clinical experience was from 0 – 38 semesters; however, 40% of the sample
reported 2 semesters or less. Participants answered questions on their defense styles
using the DSQ. The DSQ recognizes four different defense styles listed from the least to
most mature. The first is a maladaptive defense style which can include withdrawal,
acting out, regression, inhibition, passive aggression, and projection. The second is an
image-distorting style that consists of splitting images of self and others into good and
bad. The third style is self-sacrificing and involves a need to maintain a positive image
or psudeoaltruism- always kind and never angry. Finally, the most mature style is
adaptive which involves positive coping strategies such as suppression, sublimation, and
humor. However, due to a low cell count in both the maladaptive and image distorting
categories the researcher collapsed them into one joint category resulting in three
different types: maladaptive/image-distorting, self-sacrificing, or adaptive. Results
indicated that less than half of the participants had adaptive styles (41.8%), while the
remaining had either maladaptive/image-distorting (7%) or self-sacrificing (51.2%)
styles.

29
The researchers found that trauma symptoms were significantly connected with
defense styles. For example, students who used more adaptive coping styles such as
humor were less likely to experience vicarious trauma symptoms. However, over half of
the sample reported using a self-sacrificing defense style, which was associated with
experiencing higher trauma symptoms. Furthermore, S. A. Adams and Riggs’ (2008)
results were similar to previous studies (K. B. Adams et al., 2001; Sprang et al., 2007;
Way et al., 2004) that indicated that more novice therapists, (e.g., those with 0–2
semesters of clinical experience) tended to report more disruption or impairment than
those with more clinical practice.
Limitations of this study included the use of self-report measures, including the
Defense Style Questionnaire (DSQ) which has scales with low to moderate reliability.
The authors also assessed for personal trauma using only a yes/no question and did not
assess for the type or frequency of such trauma, which may have impacted results. The
majority of participants were also Caucasian females from a specific geographic area,
resulting in limited generalizability. In addition, both doctoral and master’s level trainees
were assessed which may have resulted in more variance in the data due to differences in
training levels.
Counseling programs. Bowles (2009) used a non-experimental, descriptive,
correlation design to examine the prevalence of compassion satisfaction, compassion
fatigue, and burnout in master’s level counseling interns who were registered on the
Council for Accreditation of Counseling & Related Educational Programs (CACREP)
site. Bowles also surveyed the interns’ perceptions of their programs’ wellness
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education, and the relationship between students’ perceptions of their program’s wellness
education and levels of compassion satisfaction, compassion fatigue, and burnout.
Participants were asked to complete the Professional Quality of Life survey (ProQual)
and The Counseling Interns’ Perceptions of Wellness Survey (CIPW). A total of sixtyeight participants responded from 20 different CACREP-accredited counselor education
programs. Correlational statistics were used to determine the relationship between
counseling interns' perceptions of their counselor education programs’ wellness education
and curriculum as well as their levels of compassion satisfaction, compassion fatigue, and
burnout.
The author found that counseling interns’ compassion fatigue levels were below
the ProQual’s average, compassion satisfaction levels were slightly higher than the
scale’s average, and burnout levels were below the scale’s average (Bowles, 2009). The
results also indicated that a percentage of students were at risk for compassion fatigue
(14%) and burnout (10%) based on their ProQual responses. Of note, only 35% of
interns surveyed agreed that their counselor education programs adequately educated
them about compassion fatigue, and 52% disagreed while the remaining 13% were
neutral on the matter.
Using a variety of measures Keim et al. (2008) assessed burnout, trauma
symptoms, and the impact of being exposed to traumatic events among 51 counselor
education masters students at a CACREP-accredited program. Participants were asked to
complete a demographic questionnaire, the Maslach Burnout Inventory-Human Services
Survey, the Impact of Events Scale, and the LA Symptom Checklist in order to perform a
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hierarchical multiple regression to explore predictors of the PTSD symptoms including
demographics, and measures of burnout, as well as intrusiveness and avoidance factors.
Results indicated that participants identifying as male or an ethnic minority
reported fewer trauma symptoms than females or whites and participants who had started
seeing clients reported fewer trauma symptoms than those who had yet to begin their
clinical training, suggesting some students may resolve their trauma symptoms while in
graduate school. Results also suggested intrusive imagery increased from the traumatic
event as do other PTSD symptoms. The authors acknowledged that the trauma symptoms
may be due to “vicarious trauma, counter transference, a counselor’s unresolved personal
issues that relate to the client’s issues, and/or trauma in the counselor’s life that is
unrelated to clients” (p. 300). Keim and colleagues (2008) argued that regardless of the
causes of trauma symptoms, these issues need to be addressed with students via class
discussions and that self-care should be addressed via class discussions, supervision, and
practice/internships in order to proactively address ways of preventing burnout and
trauma symptoms.
Merriman (2011) explored the relationship between compassion fatigue (CF),
compassion satisfaction (CS), and the protective factors that could impact burnout, selfefficacy, empathy, personal distress, acting with awareness, and non-reactivity.
Specifically, the researcher examined whether a prevention-based training for licensed
professional counselor interns in Texas would decrease CF and increase CS. The
prevention program consisted of a one-time, four-hour long training, modeled after
Charles Figley’s compassion fatigue educator materials (Figley, 2004 as cited in

32
Merriman, 2011). Participants were selected by contacting the Texas State Board of
Examiners of Professional Counselors to procure a list of licensed professional counselor
interns. There were a total of 2,436 listed. The researcher then applied a random number
generator to this list that resulted in 1,263 counselor interns to contact via telephone
regarding their interest in participating in the study. Those who expressed interest were
emailed an informed consent statement and given information on the study including its
purpose, risks, and voluntary nature.

Random sampling described above was used to secure the 60 participants who
agreed to participate in the study. However, participants were allowed to self-select into
either the treatment group consisting of the prevention-based training or to a control
group where they were asked to read and respond to questions about a peer reviewed
article on creative interventions (placebo treatment). In the end, 31 participants asked to
be assigned to the treatment group while 29 decided on the control group. In order to
maximize the normal distribution of the sample and minimize generalizability error all
participants were given the option to participate in the training at the conclusion of the
study if they chose. Participants completed the pre- and post-test measures consisting of
the Professional Quality of Life Scale Version 5, the Interpersonal Reactivity Index, the
Five Factor Mindfulness Questionnaire, and the Counselor Activity Self-Efficacy Scales
and a demographics questionnaire.
Results indicated that the treatment and control groups were not significantly
different from each other in their pre-test scores. Post-test results showed that seven of
the eight null hypotheses from the study were supported including no difference between

33
the experimental and control groups in compassion fatigue, compassion satisfaction,
burnout, self-efficacy, personal distress, acting with awareness, and non-reactivity.
However, there was a significant difference, even after applying the Bonferroni Approach
to further prevent a Type 1 Error, with a new significance level of p < .006 instead of .05,
in empathy between experimental and control groups. The four-hour prevention-based
training is hypothesized to have increased the awareness of the struggles experienced in
the field, normalized these feelings, and are thought to have elicited more honest,
thoughtful answers on the post-tests since more symptoms were endorsed after the
training. However, these results should be taken with caution as the researcher did not
use a Solomon four group design to control for the limitations of internal validity
associated with pre/post-tests. But of particular importance to the current study, less than
half of Merriman’s (2011) sample, 27 of the 60 participants reported that they had
received any training on CF or its prevention/treatment in their graduate program. In
addition, the one time, brief training session provided did not have a significant impact on
areas other than empathy; potentially demonstrating the need for more in-depth training
on these topics.
Doctoral programs. To answer a similar question, Baker (2012) used a
phenomenological qualitative study to examine the lived experience of vicarious trauma
(VT) in master’s-level clinicians who were simultaneously enrolled in a doctoral-level
training program. Furthermore, the researcher sought to address best practices for
training requirements that would support therapists’ ability to address issues of VT. The
research questions included (a) How do you experience VT?, (b) What are some coping
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strategies that help counteract the effects of VT?, and (c) What have you learned about
(or what do you need to learn about) trauma therapy and VT in your educational setting?
A total of eleven participants, 10 females and one male, who met the inclusion
criteria of (a) currently enrolled in a Ph.D. program in psychology at the same
Midwestern university as other participants, (b) minimum of one year experience as a
therapist, (c) self-identified as having experienced VT, and (d) able to communicate in
English were interviewed. Interviews were conducted by telephone. The interviews
were recorded, transcribed, and analyzed using Moustaka’s theory.
Interview questions included: (a) When/how did you first know you were
experiencing VT?, (b) How would you describe the experience of VT?, (c) What were the
effects of VT on your professional life?, (d) How did VT affect your physical health?, (e)
How did VT affect your spiritual or religious life/beliefs?, (f) What do you find the most
challenging in working with trauma survivors? The most rewarding?, (g) What coping
strategies do you find the most helpful?, and (h) What are your ideas about a course that
graduate students might take as a way to understand VT? A second interview was
conducted to verify the transcripts.
Nine themes were found during analyses. Participants reported experiencing fears
and self-doubt, decreased trust in other people, difficulty separating clients’ stories from
their own, in addition to adverse emotional and physical effects. However, participants
also reported that VT seemed to deepen their spirituality, which is inconsistent with
previous findings that VT damages one’s spirituality. Most important to the present
study was that all eleven participants reported the need for a required, graduate-level
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course that would bring awareness to the issues of VT. Course content would include a
definition of VT, suggestions for how to recognize it as a normal reaction to doing trauma
therapy, and information about various self-care strategies. This theme was consistent
with previous literature (Barnett, 2007; Harrison & Westwood, 2009; Trippany et al.,
2004).
Baker (2012) argued that there is a need for more research into best practices in
graduate education to prepare students for the experience of VT. In addition, researchers
recommend that graduate training programs provide a course in trauma therapy and VT
as a proactive approach to counteract and/or prevent significant VT and several
researchers believe that this training is central to the ethical treatment of clients (Harrison
& Westwood, 2009; Trippany et al., 2004).
CF Prevention Training
Specific CF prevention education is also needed in addition to wellness and selfcare training to help decrease the negative costs associated with the helping profession.
Simpson and Starkey (2006) described the importance of preventive education on CF in
psychology training programs in their literature review examining the impact of
secondary traumatic stress, compassion fatigue, and counselor spirituality. Simpson and
Starkey reported that the variables of age, race, gender, years of experience, and
occupation did not have a significant predictive relationship with the potential for
development of CF symptoms. The authors’ review of literature seemed to suggest that
experience is inconsequential to the development of secondary distress symptoms in
counselors, and they argue that education and training on CF could be useful to
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counselors of all of experience levels, including those in training (Simpson & Starkey,
2006).
Merriman’s study (2011), as described above, also added to the current literature
by examining the effects of a prevention-based training model delivered to new
professionals. This training addressed the identified protective factors in the literature
against the development of CF including education about CF and CS, self-awareness,
self-efficacy, self-care, and creative interventions (Merriman, 2011). As reported above,
the author’s results showed no significant difference between the treatment and control
groups on pre-test or the majority of post-test measures. However, there was a significant
difference in empathy between experimental and control groups which was believed to
have increased the awareness of clinician’s struggles, normalized feelings, and prompted
more honest answers.
Gentry (2002) argued that preventive education is vital due to the fact that
compassion fatigue education can serve as both a prevention technique and intervention
for CF symptoms. Trippany et al. (2004) also acknowledged that information about
compassion fatigue may also act as a prevention tool; as it can help counselors better
recognize the shifts in how they view themselves, others and the world. This knowledge
can assist counselors in recognizing symptoms earlier in order to implement self-care
strategies or obtain outside help in order to reduce the negative impacts including
potential ethical and interpersonal struggles. CF is believed to be highly treatable once
symptoms are recognized and appropriate actions to address them are taken (Gentry,
2002).
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Gentry (2002) examined the history, causes, treatments, and prevention of
compassion fatigue and the potential negative effects of helping in relation to the healing
efforts from the events of September 11, 2001, in a critical analysis. The author further
drew upon personal experience with the development and implementation of the
Accelerated Recovery Program (ARP) for Compassion Fatigue, the Certified Compassion
Fatigue Specialist Training, which Gentry developed with Baranowsky and Dunning
under the direction of Charles Figley at the Green Cross Project. The author also utilized
the provision of treatment and training to hundreds of caregivers suffering from
compassion fatigue symptoms to present a model for understanding the multiple causes
of compassion fatigue as well as ideas for effective treatment and prevention. The ARP
began preliminary trials in 1997 as a standardized, 5-session, individual treatment but has
since been adapted into a one or three day group model to implement in workshops. It
serves as both a preventative and treatment measure for a broad range of professionals.
The ARP has been offered to individuals, groups and communities in Canada, Tasmania,
and the United States.
As a theoretical model, the ARP is in need of empirical support. Though little
empirical data exists for this model at this time, preliminary test data indicate it has been
used successfully. The Accelerated Recovery Program for Compassion Fatigue was
alpha tested in 1997 with ten mental health providers that included Marriage & Family
doctoral students, nurses, MSW students, trauma therapists, and a death-penalty
mitigation specialist from Africa and Bosnia (Gentry, Baranowsky, & Dunning, 2004).
All ten participants reported improvement in functioning and a lessening of compassion
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fatigue symptoms. Though more research is needed and practitioners will likely need to
continue their work beyond the scope of the program, results found that participants felt
better prepared for dealing with their work and CF issues following the completion of the
training. Furthermore, the ARP model (Gentry et al., 2004) as well as other researchers
in the field (Figley, 2002; Merriman, 2011) stressed the importance of acknowledging
that a problem exists and reaching out for help as a necessary first step in recovery.
Therefore, it is essential to begin to implement information on compassion fatigue into
the curriculum and training of clinicians in order for them to be aware of CF risks,
symptoms, prevention, and treatment options.
Arguing for CF Education in Graduate School
Several authors argued compassion fatigue education and prevention should be
taught in graduate programs including an emphasis on compassion satisfaction, self-care
and resiliency issues (Bockrath, 1999; Figley, 1995; Keim et al., 2008; Merriman, 2011;
Pearlman & Mac Ian, 1995; Schauben & Frazier, 1995; Turner et al., 2005). In fact, in
the Resource Guide for Care-giving Professionals (1994), Figley stated:
That it is unethical if we don’t tell these young professionals that are going into
fields in which they will be vulnerable to Compassion Fatigue; we have to tell
them what happens. We have to tell them what the signs are… It should be part
of the curriculum; there is nothing to be ashamed of. It is a normal reaction to an
abnormal situation. (pp. 16–17)
Unfortunately, it seems courses on the symptoms, prevention, and treatment of
compassion fatigue including topics such as self-care and compassion satisfaction are
rarely provided (ACA, 2002; Killian, 2008).
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Self-care. For example, a study conducted by Culver in 2011 assessed the
efficacy of training and implementation of self-care strategies related to working with
clients with trauma in Master’s level training programs. Culver (2011) used a mixed
methods study to examine the types of educational preparation and training counselors
had received regarding self-care as well as the types of self-care strategies counselors
were using. The author noted that self-care is emphasized within the curriculum of
CACREP-accredited programs and included in the ACA Code of Ethics; however, there
was little empirical research regarding the actual training provided, coping skills used,
and the effectiveness of each.
Participants who identified themselves as currently providing direct service to
trauma victims (students, unemployed and retired members were excluded) were
randomly selected from the ACA membership registry. Participants were asked to rate
the efficacy of the implemented training methods and strategies. The researcher created
and sent out a survey to 3000 randomly selected ACA members. 310 surveys were
returned, 286 of which were complete, met inclusion criteria and were used for data
analysis. Descriptive analysis was used for the quantitative data, and content/theme
analysis was used for the qualitative data.
Results indicated that the participants acknowledged the importance of self-care
and reported using several strategies to combat stress. However, Culver (2011) found
that less than 22% or 62 participants reported that their program had at least one course in
self-care while the majority surveyed, 221 or 78.1%, reported that their program did not.
Furthermore, 44.6% stated that no formal training in self-care existed at all in their
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education program even within other courses. Limitations include a researcher developed
questionnaire, self-selected participants from those surveyed, low response rate (about
10%), use of self-report measures, and a lack of generalizability beyond ACA members.
Bockrath (1999) also discovered that the concept of self-care had been poorly
addressed in counselor education programs, if at all. Bockrath interviewed six
participants to explore the counselors’ experiences in sustaining their well-being
including how they manage risk factors of the profession. Participants included licensed,
full time counselors, with five or more years of experience, who were at least 30 years
old and members of a professional organization such as the American Counseling
Association (ACA). The author used maximum variation sampling in order to have
participants with a variety of ages, gender, race, experience, and setting. Several
participants denied being informed about self-care as part of their graduate training.
Further, results indicated that while the participants were in fact engaging in self-care
activities they were not previously aware they were engaging in these self-sustaining
processes until the interview helped them identify them. This finding suggests that
previous training and or conversations on self-care had not taken place. Bockrath (1999)
argued that “strategies for self-care could be integrated into existing course work”
(p. 158) and education programs should teach self-care as a process rather than just
warning students to take better care of themselves. In addition, the author identified that
although one of the main goals of supervision is keeping clients safe it is also a place for
counselors to debrief emotions and determine if they are due to personal experiences or
due to secondary stress issues.
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Turner et al. (2005) similarly argued for graduate school to promote self-care.
The researchers conducted an exploratory study in order to examine the frequency and
effectiveness of employed self-care strategies while on internship. An email was sent to
448 training directors at APA-accredited pre-doctoral psychology internship programs
explaining the study and asking them to distribute the survey to their current interns.
Responses were totaled to create Frequency and Effectiveness subscale scores; the
possible range was 35 to 175 for each. A total of 363 completed surveys were received.
Results showed the most regularly used strategies of self-care were family and friend
social support, active problem solving, and humor while the most effective strategies
were family and friend social support, seeking pleasurable experiences, and humor.
Turner et al. (2005) recommended that intern training programs promote self-care
through the use of modeling, didactic and experiential workshops, and other activities
while interns also take responsibility for addressing their own self-care needs to combat
stress and promote optimal functioning. However, generalizations to the larger
population are not warranted as this would violate the inductive reasoning process and is
inconsistent with the goals of qualitative research as being an in-depth exploration of
constructs in smaller samples. Quantitative studies are needed to explore the
generalizability of these results to other students or programs.
Koehler (2012) also inquired about the rate of previous self-care training in a
study assessing the effects of a self-care intervention for counselors. Results indicated
that only two of the 42 participants (4.8%) reported that a self-care or wellness course
was offered in their graduate training programs.
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Supervision. In addition to incorporating education about CF in graduate classes,
several authors stressed the importance of the supervisory process in normalizing and
understanding CF (Keim et al., 2008; Merriman, 2011; Pearlman & Saakvitne, 1995).
Clinical supervision presents a great opportunity to ensure these topics are covered since
it is a required component of graduate level education, often begins fairly early in a
trainee’s program and continues through internship, postdoctoral work, and often into
early career placements as well. In their book, Trauma and the Therapist, Pearlman and
Saakvitne (1995) reported that supervision can serve as a safe place to develop strategies
and coping skills to address the impacts of compassion fatigue. They further stressed the
importance of covering these topics in supervision, stating supervision:
should include education about, awareness of, and attunement to the effects of the
vicarious traumatization…and invite the therapist to notice changes in behavior,
identity, world view, and spirituality, as well as safety, trust, esteem, control, and
intimacy, or the emergence of intrusive traumatic imagery. (p. 365)
Thus, supervision provides a means of having ongoing conversations, trainings, and
check-in’s about the positive and negative impacts of working with clients and trauma
survivors.
Keim et al. (2008) agreed that CF training should be implemented throughout
training and supervision stating:
It is ethically and morally critical, in our opinion, that faculty address these issues
with students via class discussions about experienced and vicariously experienced
trauma while counseling individuals. Rather than only responding when
something happens, programs should proactively address ways of preventing
burnout and trauma symptoms. Counselor self-care can be addressed via
supervision, counseling courses, and practica/internships. Examples of content
include increasing student awareness of safety issues when working with clients,
normalizing the occurrence of vicarious trauma, focusing on coping strategies,
and having students develop self-care plans. (p. 301)
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A review of various literature databases did not yield data arguing against CF
training nor did the researcher find any articles that suggested self- training or studying
would be sufficient to address these issues. Furthermore, inquiries into CF training are
relatively new and finer distinctions such as comparisons between programs and specific
topic inclusion criteria have not yet been explored. Thus, the researcher decided that an
exploratory research design using descriptive and inferential statistics was the most
appropriate method for this study based on the identified gaps described above in order to
attempt to bridge the gap between literature and practice as it examines the prevalence of
CF training in psychology graduate school programs.
Potential Barriers to Including Training
There are no known studies to date examining the potential barriers of
incorporating the suggested CF prevention training in graduate school. However,
research has addressed some of the individual barriers graduate students and those in the
helping profession face in implementing self-care, wellness and or CF prevention tools
(El-Ghoroury et al., 2012; Figley, 2002; King & Herb, 2012). Some of these barriers
include time, money, stigma (El-Ghoroury et al., 2012), or the belief that “it can wait”
(King & Herb, 2012), etc.
In addition, studies advocating for other specialized training including HIV/AIDS,
forensics, ethics, etc. have identified barriers to including such training. According to
Britton (2011), some of the barriers to including HIV/AIDS training in graduate school
were due to a lack of staff expertise or lack of time. Time restraints were reported
because of both the time it can take a program to develop and approve new curriculum as
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well as the fact that courses are already required to cover many other mandatory training
issues (Britton, 2011). Olver, Preston, Camilleri, and Helmus (2011) indicated that a lack
of resources and money or student interest/need were also potential barriers to including
specialized training in criminal justice/forensics. Vanek (1990) also indicated limited
literature indicating a perceived lack of need/limited information, lack of time, lack of
money, and the belief that ethics was best taught by other means (practicum/internship)
as some of the reasons programs had not included ethics training.
Since this is an exploratory study, the first of which to address CF training in
graduate schools, the researcher wants to examine if similar barriers exist at a systemic
level in training programs. In order to address this gap in the CF training literature the
researcher has extrapolated barriers to the individual students and ethics training to the
current study. Thus, the present study asked whether lack of time, money, or need were
potential barriers to including CF education training. In addition, the researcher wanted
to leave room for other potential barriers including the possibility that programs were
possibly developing future CF courses so these options were included as well.
Other Graduate Training Studies
Although there are no published studies or dissertations to date examining the
presence or absence of compassion fatigue prevention training in doctoral level APAaccredited clinical and counseling psychology programs, there have been similar studies
examining CF training in master’s level programs as described above. In addition,
previous studies have explored a variety of other issues such as ethics training,
multicultural training, etc.
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For example, Vanek (1990) examined the nature of ethics education in APAaccredited Clinical and Counseling programs. The author developed a survey in order to
gain information on those responsible for ethics training as well as the structure,
materials, methods and goals of the instruction. Questions included Likert scales,
Yes/No, and multiple selection (check all that apply) questions. Surveys were sent to 209
programs and responses were returned from 129 training directors. Vanek used
descriptive statistics as well as t-tests to determine the present state of ethics training as
well as differences between current and desired practices and between clinical and
counseling programs. Results showed that 69% of the sites reported formal ethics
training. Importantly, some of the current study’s survey questions regarding compassion
fatigue were modeled after those found relevant in the previous study including: whether
or not training program included ethics training, the manner in which it was taught,
whether it was required or optional, reasons for the lack of ethics training, etc.
In another study conducted by Rogers, Ponterotto, Conoley, and Wiese (1992),
the directors of school psychology programs were asked to outline the point to which
their programs were including multicultural training into their curriculum including
minority related courses, client diversity, research opportunities. Both doctoral and nondoctoral programs from 211 programs were included in this national study; 121 directors
responded to the survey. Results showed that doctoral level programs were making the
most efforts to include diversity training even though they made up a smaller percentage
of respondents (47 doctoral programs compared to 74 nondoctoral programs). However,
40% of the entire sample indicated they did not have such training in place (Rogers et al.,
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1992). The current researcher is interested in the program chairs’ perspectives similar to
the above study. Similar questions regarding the program demographics were modeled
after this study.
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Chapter III: Methodology
This chapter presents the study methodology including design, research questions,
hypotheses, population and sample, survey instrument, procedure, data collection, and
data analysis.
Design
A cross-sectional, non-experimental, quantitative study was used to examine the
extent to which APA-accredited clinical and counseling psychology graduate programs
were including education on compassion fatigue prevention. An exploratory design is
applied when little is known about a particular subject or phenomenon. This research
design also used both descriptive methods and chi square statistical analyses to examine
the present state of compassion fatigue training.
Research Questions
The following research questions were addressed in this study:
1. To what extent are doctoral psychology training programs incorporating
education on the issue of compassion fatigue (CF)?
2. If CF training exists, is it a required or optional part of the curriculum?
3. If CF training exists, in what setting(s) is it taught?
4. If no CF training is offered, why not?
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Hypotheses
The following hypotheses were set forth in the null form to facilitate significance
testing:
Ho1: The number of programs that include CF training vs. those that do not
include CF training will not differ significantly from the number expected by
chance.
Ho2:	
  The number of programs that report requiring CF training vs. those that do
not require it will not differ significantly from the number expected by chance.
Population and Sample
The focus of this study was APA-accredited doctoral programs in clinical and
counseling psychology in the United States. A list of currently accredited training
programs was created based on the APA Office of Program Consultation and
Accreditation website, which is the only official web listing of professional psychology
programs accredited by the APA Commission on Accreditation (APA, 2014a).
Accredited training programs in clinical psychology were selected from
http://www.apa.org/ed/accreditation/programs/clinical.aspx, while accredited training
programs in counseling psychology were selected from
http://www.apa.org/ed/accreditation/programs/accred-counseling.aspx (APA, 2014b;
APA, 2014c).
Only training programs with accreditation status that was current (i.e. not on
probation status or inactive) were included in this study. This was in effort to ensure that
the participating sites’ accreditation status remained valid throughout the duration of this
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study. At the time of this study, there were 293 APA-accredited clinical and counseling
doctoral level psychology graduate programs with full accreditation status that met this
requirement (See Appendices A and B for a list of these schools). Of the total number of
accredited programs, 227 were clinical psychology programs, and 66 were counseling
psychology programs. The sample was comprised of participants who completed and
returned the survey. The targeted minimum sample size (N) for the current study was 87
program chairs. This target was selected based on Cohen’s Power Primer (1992) as the N
needed for a chi square analysis with a medium effect size (ES) at power = .80 and
alpha = .05.
Program chairs of the clinical and counseling psychology doctoral training
programs were chosen as the target participants for the survey based on their holistic
knowledge of their program’s current curriculum and training goals and the relevance of
their job duties including curriculum development and maintenance, teaching and
mentoring, and the assessment of student learning and program effectiveness (Hecht,
Higgerson, Gmelch, & Tucker, 1999). The program chairs’ general knowledge of their
programs’ curricula was thought to allow for responses to address what is or what is
intended to be taught compared to students from various cohorts and experience levels, or
faculty with various specialties and program knowledge reporting on their personal
understandings of what was taught. This researcher recognized possible drawbacks to
choosing program chairs rather than students included the possibility of a smaller
response rate due to the program chairs’ busy schedules, as well as the potential for
response bias or social desirability in attempts to makes their program look as though it is
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addressing these needs even if they are not. In addition, there was also a risk that the
program chairs would not know the exact content of the relevant courses as in depth as
the professors who teach them since different instructors cover slightly different
materials, especially when it comes to clinical training and supervision, and the addition
of information not required by APA.
While the researcher was aware of these limitations, it was believed that program
chairs were an appropriate place to start gathering data on compassion fatigue training as
limitations would also exist if the researcher chose professors or graduate students. In
addition, surveying program chairs ensured only one response per program and was also
an appropriate starting point to get data on current CF training levels for this exploratory
study. The responses of program chairs was believed to be able to help provide insights
that can assist in determining if improvements are needed in incorporating CF education
and prevention training in APA-accredited psychology graduate school programs.
Survey Instrument
A survey method was chosen as the best way to collect the necessary data due to
the economy of the design. Since there was no existing survey examining compassion
fatigue prevention training, the researcher developed one to gather data consistent with
the descriptive purpose of this study. This nine-item survey, titled Compassion Fatigue
Training Survey (CFTS; Appendix C), was designed to be administered online.
The CFTS included questions examining current levels of compassion fatigue
education. It included a definition of CF at the beginning of the survey for participants to
use while answering the questions. The CFTS covered 2 domains: (a) program
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demographics and (b) structure of CF training. Responses included a mixture of multiple
choice, and yes/no questions, for example, “Does your program include CF training?”
Online surveys. Obtaining data online allowed for more efficient data collection
as it was more economical than mail surveys, and allowed for easy participation and a
fast turnaround of data with potentially larger numbers of participants (Creswell, 2009;
Duffy, 2002; Granello & Wheaton, 2004; Heppner, Wampold, & Kivlighan, 2008).
There are two frequently used modes of online data collection: email surveys and webbased surveys (Granello & Wheaton, 2004). Andrews, Nonnecke, and Preece (2003)
argued that web-based surveys are superior to email surveys as they have the ability to
automatically verify and store survey responses and are able to transfer responses directly
into a database, eliminating potential transcription errors and preventing alteration by the
respondent, as well as eliminating many of the construction and administration challenges
of web-based surveys (Andrews et al., 2003). Furthermore, one study found that
response rates for web-based surveys were higher than paper-based surveys with a
response rate of 61.7% for web-based administration compared to 39.1% of paper-based
administration (Greenlaw & Brown-Welty, 2009). Yet, other studies have reported that
online surveys tend to achieve lower response rates, with the average being 33%
compared to the average of 56% for paper-based surveys (Cook, Heath, & Thompson,
2000; Nulty, 2008).
SurveyMonkey. SurveyMonkey, a free online survey development program, was
chosen as it met the researcher’s needs including ease of use for both the researcher and
participants, and economical factors. It also allowed the researcher to easily create and
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distribute the survey and offered security as the website requires a unique username and
password that is known only to the researcher, while guarding the results and design with
a secondary password (SurveyMonkey, 2013a). SurveyMonkey’s privacy policy assured
users that it does not use the data for its own purposes and that data, including
respondents’ email addresses, are kept confidential (SurveyMonkey, 2013b).
SurveyMonkey noted response rates are variable and are impacted by the survey design,
especially length, and content of the email invitation (SurveyMonkey Help Center,
2014a).
Procedure
After permission was obtained from Antioch University Seattle Institutional
Review Board (IRB), the researcher looked up each program’s website online to get the
current program chair’s name and contact information. Next, the researcher called each
program to verify the data listed on the website, including the name, position, and contact
info of each of the 293 program chairs. The researcher tried two additional contacts to
reach the programs that did not respond to the initial verification phone call. Six clinical
psychology programs never returned any of the researcher’s contact attempts to verify
information and thus were not included in the study (these programs have been crossed
out in Appendix A). After verifying the information with each program, the researcher
and two assistants called the remaining 287 chairs and either left a voice mail or gave a
personal invitation to participate in this study using a scripted greeting and message.
Finally, a personalized email was sent to each of the 287 program chairs requesting their
participation in this study. The email message also outlined the uses, benefits, and risks
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associated with the survey, and contained a link to the SurveyMonkey study as well as
listed the researcher’s contact information in the event participants have additional
questions related to the study (Appendix D: Recruitment Script).
Data Collection
Participants who received the email were invited to click on the link to the survey.
Those who did were taken to an electronic consent form where they had to check an
“agree” box indicating that they had read the information on the benefits and risks of
participating and consented to participate in the study. The consent form also informed
them that they were free to withdraw from the study without penalty or consequence at
any time. Participants completed the researcher-created online survey that included both
demographic and CF curriculum questions. Upon completion of the research survey, the
participants also had the choice of entering their email into a second, separate, and
completely optional survey for a chance to win one of twenty-five $10 Electronic
Amazon Gift Cards.
Surveys were collected over a four-week period, from November 2014 through
December 2014. Two reminder emails were sent out to program chairs who had not
responded after two weeks and again four days before the survey closed in order to
maximize the return rate. SurveyMonkey had a tool that confidentially kept track of
those who had not responded to prevent duplicate responses and also to avoid sending out
unnecessary reminder emails through the Email Invitation collector (SurveyMonkey Help
Center, 2014b).
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Data management. Data provided to the researcher from SurveyMonkey was
stored on the researcher’s password-protected computer and backup data was saved to an
encrypted, password protected thumb-drive, in addition to the backup storage on
SurveyMonkey’s secure website. The stored data had no identifiable data and will be
kept by the researcher for seven years, at which time it will be destroyed, to ensure
security and protect the privacy and confidentiality of participants according to APA
guidelines. SurveyMonkey will retain the data for as long as the user has an active
SurveyMonkey account, and will delete the data after the account has been cancelled
(SurveyMonkey Help Center, 2014c). After the completion of the study, the researcher
plans to remain an active member for at least two years.
Human rights protection. Confidentiality of participants was maintained as
sensitive demographic information (such as name, date of birth, etc.) was not collected in
the survey and data that was collected was securely stored with password-protection.
What is more, even though SurveyMonkey kept track of the participants who responded
by email in order to prevent dual responses and send out reminders, this information was
not shared with the researcher, further protecting the confidentiality of participants. The
only identifying information collected was the type of program, i.e. clinical or
counseling, the number of students and faculty, as well as questions pertaining to APAaccreditation. No program names or locations were collected and no individual programs
were cited in the written report of the study. This researcher also had no evaluative or
supervisory roles with any of the participants, and this researcher’s graduate program was
excluded from the study.
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Data Analysis
Data was analyzed using Excel software. Both descriptive and inferential
statistics were used. Descriptive statistics were utilized to analyze study data consistent
with the descriptive purpose of this study. Descriptive statistics was the first level of
analysis used in order to determine the total number of programs including CF training,
whether it is required or optional, how it is taught, and, if no CF training existed, reasons
why it was not included.
Nearly all of the data that was collected used a nominal level of measurement
including: the type of program (i.e. clinical or counseling), if CF training exists (Yes/No),
if the training is Required/Optional, etc. In the first hypothesis which stated: “the number
of programs that include CF training vs. those that do not include CF training will not
differ significantly from the number expected by chance,” the independent variable (IV)
is training and the options are ‘Yes- there is training’ or ‘No- there is not.’ For the
second hypothesis, “the number of programs that report requiring CF training vs. those
that do not require it, will not differ significantly from the number expected by chance,”
the IV is ‘APA-Accredited Programs’ and the options are ‘Required’ or ‘Optional.’
Frequencies, and percentages were calculated in order to identify the general level of
compassion fatigue training and program characteristics based on the demographic data.
Specifically, descriptive statistics helped identify the current extent of CF education in
APA-accredited clinical and counseling psychology programs.
Based on the descriptive nature of this study as well as the decision to compare
within-group mean differences, frequency tables and chi square analyses were used. The
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researcher used chi square analyses for this study because nonparametric statistics test
hypotheses that do not require normal distribution or variance, and because they can be
used for nominal data.
Chi square tests are designed to test, and possibly reject, null hypotheses. The chi
square test for independence compares two sets of categories to determine whether the
two groups are distributed differently among the categories (McGibbon, 2006). A chi
square test is more likely to establish significance if “(a) the relationship is strong, (b) the
sample size is large, and/or (c) the number of values of the two associated variables is
large” (North Carolina State University, 2009 as cited in Person, 2011). This study used
an effect size of .80, significance criteria of .05 on chi square tests.
The first null hypotheses stated: the number of programs that include CF training
vs. those that do not include CF training will not differ significantly from the number
expected by chance. A one-way chi square analysis was utilized to test this hypothesis
and compare differences between expected (50% of programs include training based on
chance) and observed rates of training of all responses received from APA-accredited
programs. A one-way analysis was used, as the first hypothesis involves one independent
variable, CF training. The degree of freedom (df) was 1 (df = 2 – 1) since there are two
levels of measurement, with programs either having CF Training (Yes) or not having CF
training (No); df = r – 1 where r is the number of levels of the independent variable.
The second null hypothesis stated: “that the number of programs that report
requiring CF training vs. those that do not require it, will not differ significantly from the
number expected by chance.” A one-way chi square analysis was used to test this
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hypothesis and to compare mean differences between expected and observed levels of
programs requiring training to those who do not. A one-way analysis was used as this
hypothesis involves one independent variable, APA-accredited programs. The degree of
freedom (df) is 1 (df = 2 – 1) since there are two levels of measurement, with programs
either requiring CF Training (Required) or not (Optional); df = r – 1 where r is the
number of levels of the independent variable.
Data was used to determine if the null hypotheses were confirmed or rejected and
were analyzed using Excel, since SurveyMonkey automatically uploads to it. Results are
reported via frequency distribution and chi square tables.
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Chapter IV: Results
This chapter presents the study findings including demographic characteristics of
the programs represented and the findings of the four research questions: inclusion of
compassion fatigue (CF) training, whether CF training is required or optional, common
setting(s) in which it is taught, and if no CF training is offered, why not. In addition, it
also presents the results of the chi square analyses for whether the reported levels of CF
training was significantly more or less than what were expected based on chance alone.
Description of Sample
A total of 76 program chairs participated in this study. However, seven responses
were eliminated due to either incomplete data or data that did not fit the researcher’s
inclusion criteria. Specifically, four respondents answered only the consent question but
none of the other nine questions, so those respondents were eliminated from the analyses.
In addition, another participant did not answer the question about whether or not their
program’s accreditation was suspended or not, so their responses were also eliminated as
that was part of the eligibility criteria. Another participant’s responses were eliminated
as the program was identified as a School Psychology program and not a clinical or
counseling program. Finally, an additional respondent was excluded because the
participant answered only the demographic data but did not answer any of the research
questions.
Excluding this data resulted in a total of 69 responses (N = 69/287) for a 24%
response rate. Although the researcher’s goal of a 30% response rate (N = 87) was not
met, the return rate for this study is similar to other survey studies. In addition, although
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it was a relatively small sample size the researcher felt it was an appropriate quantity for
the purposes of this exploratory research study.
The majority of responses were from clinical psychology doctorate programs,
including one clinical-community program (n = 51, 73.9%) while the remaining were
counseling psychology doctorate programs, including one counseling psychology Ed.M.
and Ph.D. program (n = 18, 26.1%). The majority of programs represented reported
small student bodies: 0–40 students, (n = 41, 59.4%) and medium faculty bodies
(n = 40, 58%). Additional demographic data are presented in Table 1.
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Table 1
Frequency and Percentage Rates of Program Characteristics
________________________________________________________________________
Percentage

Frequency

Accredited
Yes
No

100%
0%

69
0

Inactive/Suspended
Yes
No

0%
100%

0
69

Type of Program
Clinical
Counseling

73.9%
26.1%

51*
18**

Student Population
Small: 0–40
Medium: 41–100
Large: 100+

59.4%
23.2%
17.4%

41
16
12

Number of Faculty
Small: 0–7
27.5%
Medium: 8–14
58%
Large: 15+
14.5%
*including one clinical-community program
**including one counseling psychology Ed.M. and Ph.D. program

19
40
10

Responses to CF Training Questions
Rate of CF training. The majority of program chairs reported that their
programs did not have compassion fatigue prevention training (n = 52*, 75.4%). This
includes one respondent who skipped this question but answered the follow-up question
of “if no CF training, why not.” The researcher incorporated the skipped response under
the “no” category since the researcher created the survey to include logical questions, if-
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this, then-this format. So, the fact that this respondent was able to see this question and
give a response for why they do not teach CF strongly implies that they do not have CF
prevention training. Therefore, the researcher believes that the n = 52, 75.4% is more
accurate (see Table 2).
Table 2
Frequency and Percentage Rates of Compassion Fatigue Training
_______________________________________________________________________
Percentage

Frequency

Compassion Fatigue Training
Yes
24.3%
No
74.3%
*Includes the skipped response to the question “if no training, why not.”

17
52*

Barriers to providing CF training. Program chairs who answered ‘no’ to the
question of CF training were asked to check all reasons that applied including “lack of
need,” “lack of time,” “lack of money,” “designing CF course for future use,” or “otherplease specify” (see Table 3).
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Table 3
Frequency and Percentage Rates of Actual Responses for Reasons Why No CF Training*
_______________________________________________________________________
Percentage

Frequency

Reasons
Lack of need
15.4%
8
Lack of time
32.7%
17
Lack of money
11.5%
6
Designing CF course for future
3.8%
2
Other
57.7%
30
*Percentage and Frequency Columns will not sum to 100%, or n = 52 as respondents
were asked to check all options that applied.
A number of responses given for “other” included responses that fit in one of the
previous categories. For example, one respondent wrote-in the response “Lack of time
and money, and an anti-pragmatic training philosophy” solely under the “other” category
but it could have also fit under the categories “lack of time” and “lack of money.”
Additional examples of respondents write-in answers to the “other” category that could
have fit more appropriately into a different category were “not part of curriculum; no
clear need at present” and “we do not perceive a need for general training in this area;” as
these could have fit under the category “lack of need.” Thus, the researcher moved some
of the "other" responses to the more appropriate categories, and the new totals for each
category are presented below in Table 4.
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Table 4
Researcher-Corrected Data of Frequency and Percentage Rates for Reasons Why No CF
Training*
________________________________________________________________________
Percentage

Frequency

Reasons
Lack of need
19.2%
10
Lack of time
36.5%
19
Lack of money
13.5%
7
Designing CF course for future
3.8%
2
Other
51.9%
27
*Rows do not add to 100%, N = 69 as respondents were asked to check all options that
applied.
Along with the responses that could have fit into one of the researcher-provided
categories (lack of time, lack of money, lack of need, designing future course), the
researcher identified ten additional reasons/barriers that were synthesized from several of
the participant’s write-in responses which were not included on the original survey
including: no evidence for need of CF training, not considered previously, interest level,
not required, more appropriate for outside training, unsure of need, no faculty experience,
self-care, does not fit training model, and integrated into other courses or supervision.
All 30 write-in responses for the “other” category are presented in Appendix E under
each of the identified themes including one other response that fit into three categories
“Lack of time and money, and an anti-pragmatic training philosophy.”
Ten of the other responses indicated that CF training may happen informally
through discussions in other courses or supervision. Example responses included “issues
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of CF/trauma exposure are discussed in practicum & supervision courses,” “live
supervision provided,” “infused into a variety of clinical training courses,” etc. Based on
this data the researcher also corrected the data for the initial research question, “Does
your program offer any form of CF prevention training?” by adding the ten responses that
implied CF training was covered in either supervision or class discussions to the “Yes”
category (see Table 5).
Table 5
Researcher-Corrected Data of Frequency and Percentage Rates of Compassion Fatigue
Training
________________________________________________________________________
Percentage

Frequency

Yes

39.1%

27

No

60.9%

42

Compassion Fatigue Training

It is important to note that a few of the responses included in the researchercorrected data as “Yes-CF training” indicated that they believed this topic was addressed
in individual supervision or other courses, though some of the respondent’s responses
indicated a lack of certainty, as evidenced by the following statements “I see [emphasis
added] it as something to take care of in supervision” or “This likely [emphasis added]
comes across in the context of clinical supervision.” Furthermore, when given the chance
to choose between either ‘yes or no’ to the question “does your program offer any form
[emphasis added] of CF prevention training”, all ten of the responses recategorized by the
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researcher initially chose “no”. Nevertheless, the researcher wanted to account for the
fact that some of these programs indicated that they had CF training even though they
originally checked “no” since they reported they were attempting to cover these topics in
class or supervision. Thus the researcher-corrected data was included in order to try and
glean a more accurate picture of current levels of CF training in psychology graduate
programs across the United States.
Required or optional. Program chairs who reported that their programs did have
some form of compassion fatigue prevention training (n = 17, 24.6%) were then asked
whether it was a required or optional feature. Of the sixteen participants who completed
this question, ten reported that CF prevention training was an optional feature of their
program (n = 10, 62.5%), while one respondent skipped this question (see Table 6).
Table 6
Frequency and Percentage Rates of Required or Optional Compassion Fatigue Training
________________________________________________________________________
Percentage

Frequency

Compassion Fatigue Training
Required
Optional
Skipped

35.3%
58.8%
5.9%

6
10
1

Training setting. Finally, participants who indicated their programs had some
form of CF training were asked to describe the manner in which it was taught including:
“separate course,” “part of course/infused with other courses,” “unplanned event in
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discussion,” “covered in supervision,” and “other- please specify.” All seventeen
respondents who answered yes to CF training reported on the manner in which it was
taught (see Table 7).
Table 7
Frequency and Percentage Rates for Manner in which CF Training is Taught*
________________________________________________________________________
Percentage

Frequency

Manner
Separate course
5.9%
1
Part of course/infused with other courses
88.2%
15
Unplanned event in discussion
64.7%
11
Covered in supervision
82.4%
14
Other
23.5%
4
*Percentage and Frequency Columns will not sum to 100%, or n = 17 as respondents
were asked to check all options that applied.
The other responses included: “a group meeting with students,” “built in to
discussions of self-care as central to emotional competency and self-reflective practice,”
“research labs part of manuals”, and “self-care needed to function ethically is also
covered in coursework; students discuss among themselves also.”
Chi Square Analyses
Chi square analyses were also used to test the observed data against what would
be expected (i.e. that groups are equal) to see if there was a significant difference
between (a) levels of compassion fatigue training and (b) whether that training was
offered as required or optional that could not be based on chance alone. The chi square
value increases as the difference between observed and expected frequencies increases.
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A one-dimensional chi square was used to compare frequencies occurring in different
categories- those programs with CF training and those without CF training. The null
hypothesis predicted that the two groups would be equivalent (50/50). Thus it was
expected that half of the current sample would report no CF training (n = 34.5) while the
other half would report CF training (n = 34.5).
Results failed to support the null hypothesis
(50% vs. 24.6%, X2(1, N = 69) = 3.84, p = .05), see Table 8. Therefore, the first null
hypothesis, “Ho1: The number of programs that include CF training vs. those that do not
include CF training will not differ significantly from the number expected by chance,”
was rejected as there was a significant difference between the data sets that is unlikely to
be due to chance alone.
Table 8
Chi Square Analysis Ho1: Level of CF Training
________________________________________________________________________
CF Training

No CF Training

Observed Frequencies (o)
17
52
Expected Frequencies (e)
34.5
34.5
Deviation (o-e)
-17.5
17.5
2
Deviation
306.25
306.25
D2/e
8.88
8.88
2*
X
17.76
17.76
2
*Where X is chi square the sum of the squared difference between observed (o) and the
expected (e) data (or the deviation, d), divided by the expected data in all possible
categories (Carter & Carter, 1999).
However, when the researcher-corrected survey data was compared to expected
rates of CF prevention training in APA-accredited clinical and counseling programs in
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the United States, CF training occurred only slightly less often
(50% vs. 39%, X2(1, N = 69) = 3.84, p = .05), see Table 9. Thus depending on how the
data is categorized the first null hypothesis, “Ho1: The number of programs that include
CF training vs. those that do not include CF training will not differ significantly from the
number expected by chance,” can either be rejected or confirmed. When using the
researcher-corrected data the first null hypothesis is confirmed as there was no significant
difference between the data sets. In contrast, when using the original data the first null
hypothesis is rejected as there was a significant difference between the data sets.
Table 9
Researcher-Corrected Data Chi Square Analysis Ho1: Level of CF Training
________________________________________________________________________
CF Training

No CF Training

Observed Frequencies (o)
27
42
Expected Frequencies (e)
34.5
34.5
Deviation (o-e)
-7.5
7.5
Deviation2
56.25
56.25
D2/e
1.63
1.63
2*
X
3.26
3.26
2
*Where X is chi square the sum of the squared difference between observed (o) and the
expected (e) data (or the deviation, d), divided by the expected data in all possible
categories (Carter & Carter, 1999).
In addition, based on the assumed equivalence between categories (50/50) it was
expected that if half of the programs were likely to report having CF training, then half of
those programs with CF training would require it (n = 17.25) while the other half would
offer CF training as optional (n = 17.25). Compared to expected rates of
required/optional training in APA-accredited clinical and counseling programs in the
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United States, CF training was found to be required less often than expected
(50% vs. 34.78%, X2(1, N = 69) = 3.84, p = .05). Therefore, the second null hypothesis,
“Ho2: The number of programs that report requiring CF training vs. those that do not
require it will not differ significantly from the number expected by chance,” was rejected
as there was a significant difference between the data sets that is not likely due to chance
alone (Table 10).
Table 10
Chi Square Analysis Ho2: Type of CF Training (Required/Optional)
________________________________________________________________________
Required

Optional

Observed Frequencies (o)
6
10
Expected Frequencies (e)
17.25
17.25
Deviation (o-e)
-11.5
-7.25
Deviation2
126.56
52.56
2
D /e
7.34
3.05
X2*
10.39
10.39
2
*Where X is chi square the sum of the squared difference between observed (o) and the
expected (e) data (or the deviation, d), divided by the expected data in all possible
categories (Carter & Carter, 1999).
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Chapter V: Discussion
The purpose of this quantitative exploratory study was to examine the current
levels of compassion fatigue training in APA accredited clinical and counseling
psychology programs across the United States to determine if programs were including
the training as recommended in much of the theoretical literature. Specifically, this study
examined (a) the extent to which doctoral psychology training programs were
incorporating education on the issue of compassion fatigue (CF), (b) whether the CF
training provided was a required or optional part of the curriculum, (c) and the settings in
which it was taught, as well as (d) the potential barriers to providing CF training for those
without it.
This study was an exploratory study that examined an area that is lacking in
existing literature: actual rates of compassion fatigue training for doctoral level students.
The current literature stressed the importance of including compassion fatigue prevention
education for those in the helping fields while in training, including addressing CF issues
while still in graduate school (Bockrath, 1999; Chrestman, 1995; Figley, 1995; Gentry,
2002; Keim et al., 2008; Merriman, 2011; Pearlman & Mac Ian, 1995; Schauben &
Frazier, 1995; Simpson & Starkey, 2006; Turner et al., 2005; Way et al., 2004). In fact,
some argued that it is an ethical requirement to prepare graduate students for issues of
compassion fatigue (Harrison & Westwood, 2009). This theoretical literature argued that
training should be ongoing and occur in both class and supervision.
Descriptive and inferential statistics were used to investigate the research
questions. In the next section, the researcher-corrected results are discussed. This is
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followed by recommendations for psychology training programs, students, and
practitioners, ideas for future research, and lastly, discussion of concluding thoughts.
Summary of Findings
Research question 1: To what extent are doctoral psychology training
programs incorporating education on the issue of compassion fatigue (CF)?
Descriptive statistics were used to examine the extent to which doctoral programs were
incorporating compassion fatigue prevention training. Results indicated that the majority
of programs had no CF training (n = 42; 60.9%). A chi square analysis was then used to
determine if the level of CF training occurring in doctoral level psychology programs was
equal to, less than, or more than what would be expected by chance alone
(n = 34.5; 50%). The first null hypothesis was confirmed. There was not a significant
enough difference between the number of programs that included CF training versus
those that did not, as the chi square value was 3.26 and fell below the required 3.84
significance level even though 60.9% of responses were categorized under no CF
training.
Based on the review of the literature, the researcher anticipated that the majority of
programs would not include CF training. The results of the descriptive data supported
this assumption as the majority of program chairs who participated in the present study
reported having no CF training (n = 42, 60.9%). These results were similar to those in
previous studies, such as Bowles’ (2009) where only 35% of interns reported their
training program had adequately addressed compassion fatigue while 52% stated their
program had not. Similar results were reported in Merriman’s (2011) study in which less
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than half of her participants indicated receiving any CF training in their graduate
programs (45%). Therefore, the present study’s findings appear to be a relatively
accurate portrayal of the ongoing levels of current compassion fatigue training in clinical
and counseling psychology doctoral programs.
Furthermore, these researcher-corrected results suggest that only 39.1% of the
surveyed programs are including compassion fatigue prevention in their training of future
clinicians, indicating that many new psychologists may be underprepared to handle the
unique stressors associated with the helping profession including the recently identified
risks of compassion fatigue symptoms. Newer research has recognized that listening to
client stories, assessing risk, managing boundaries, making ethical decisions, etc. can lead
to mental, physical, and interpersonal consequences for the clinician which may increase
the risk of issues such as burnout, compassion fatigue, or secondary traumatic stress
disorder (Figley, 1995; Rothschild, 2006; Stamm, 1999). The consequences of such not
only have the potential to negatively impact clinicians, but may also be potentially
harmful to clients as impaired clinicians, including those that may be experiencing
compassion fatigue can make poor clinical decisions, have boundary or ethical violations,
rupture the therapeutic relationship, etc. (Alkema et al., 2008; Eastwood & Ecklund,
2008). Compassion fatigue prevention training is important to include in graduate
education programs in order to try and combat these risks.
Research question 2: If CF training exists, is it a required or optional part of
the curriculum? Program chairs who originally reported having CF training (n = 17)
were asked to indicate whether or not their training was mandatory. Survey responses
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indicated that the majority of programs who reported having CF training did not require
that training (n = 10; 62.5%). A chi square analysis was used to determine if the number
of programs who required CF training from those that did not was equal to, less than, or
more than what would be expected by chance alone (n = 17.25; 50%). Results indicated
a significant difference between the expected number of programs requiring CF training
and those actually requiring CF training. Only six programs (34.78%) reported CF
training was a required component of their curriculum.
Based on the review of the literature and the fact that compassion fatigue
prevention training is not a mandatory subject area identified by the APA, the researcher
anticipated that if programs did include CF prevention education it would not be a
required component of training. This notion was supported as the majority of program
chairs who reported that their programs had some form of CF training participated
described that training as being an optional component.
There are no known studies specific to CF training in graduate school with which
to compare the findings of the required/optional trainings. However, since this is not a
mandatory subject area the fact that the majority of participants report that it was offered
as an optional feature is not surprising.
It is important to note that much of the current theoretical literature argues for CF
prevention education to be a required component of training that is presented in a more
formal manner than simply included in spontaneous classroom discussions. In fact, the
literature argued that CF prevention training should be a required component of training
that is taught in a variety of settings including both course content and supervision
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(Bockrath, 1999; Figley, 1995; Keim et al., 2008; Merriman, 2011; Pearlman & Mac Ian,
1995; Schauben & Frazier, 1995; Turner et al., 2005). In fact, Kiem et al. (2008) and
Figley (Resource Guide for Care-giving Professionals, 1994) argue that such training is
an ethical requirement and should be taught proactively. In addition, all eleven of the
master’s-level trauma therapists who were simultaneously enrolled in a doctoral program
reported the need for a required graduate-level course on issues related to compassion
fatigue with content to include definitions of compassion fatigue, suggestions for how to
recognize it, and information about various self-care strategies (Baker, 2012).
Research question 3: If CF training exists, in what setting(s) is it taught?
Descriptive statistics were used to determine how programs who reported having CF
training were incorporating that training (separate course, part of course/infused with
other courses, unplanned event in discussion, covered in supervision, other- please
specify). Only one program indicated that they had a separate course that covered CF
prevention (5.9%). The majority of participants indicated that their program’s CF training
occurred either as part of a course/infused with other courses (n = 15; 88.2%), in
supervision (n = 14, 82.4%), or as an unplanned event in discussion (n = 11; 64.7%).
Finally, four participants indicated that CF training occurs in some other setting such as:
“a group meeting with students,” “built in to discussions of self-care as central to
emotional competency and self-reflective practice,” “research labs part of manuals”, and
“self-care needed to function ethically is also covered in coursework; students discuss
among themselves also.”
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Based on these results it appears that for those programs with current CF training,
the majority of them are incorporating it into both course content and supervision as
recommended in the literature. For example, Keim and colleagues (2008) argued that
these issues need to be addressed in multiple settings, via class discussions, supervision,
and practice/internships in order to proactively address ways of preventing burnout and
trauma symptoms. The argument for CF training to occur in graduate school with
additional support provided in supervision was also echoed in a number of other studies
(Figley, 2002; Gentry, 2002; Merriman, 2011; Pearlman & Mac Ian, 1995; Schauben &
Frazier, 1995; Simpson & Starkey, 2006; Stamm, 1999). Pearlman and Saakvitne (1995)
described supervision as a safe place to develop strategies and coping skills to address the
impacts of compassion fatigue. Furthermore, supervision allows for ongoing
conversations and check-in’s regarding the positive and negative impacts of working with
clients as it often begins fairly early in training and continues throughout
internship/postdoc work.
Yet, it is important to point out that while some psychology doctorate programs
report having CF training and appear to be including it in both class and supervision
discussions as suggested, the majority of programs reported having no CF training
(60.9%). A lack of formalized CF training in psychology doctoral programs suggests
students may receive variable quality and quantity of information on the topic. Thus,
different students may receive discrepant trainings on the matter depending on their
cohort, concentration, personal interests, and the focus of their supervisors. Meanwhile
the assumption of those programs who indicated some type of CF training existed may be
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that all students are being exposed to such training and are unaware that further
interventions are warranted. Thus, the researcher feels that the results of the present
study warrant changes to how mental health professionals are trained at the doctoral level
regarding CF prevention. Such changes are necessary in order to increase awareness of
compassion fatigue and compassion satisfaction, and promote self-care in order to reduce
the negative effects of the helping profession and (Figley, 2002; Merriman, 2011;
Simpson & Starkey, 2006; Sprang et al., 2007).
Research question 4: If no CF training is offered, why not? Descriptive
statistics were also used to determine the barriers to including CF training (lack of need,
lack of time, lack of money, designing CF course for future use, or other- please specify).
Results showed that only two chairs reported that their programs were designing a CF
course for future use (3.8%). Many noted lack of time (36.5%) or money (13.5%) as
barriers to including CF training, while 19.2% indicated a lack of need as the reason their
program did not include it.
There are no known studies specific to CF training in graduate school to compare
the results of these identified barriers to. However, some of the compassion fatigue
research has addressed individual barriers graduate students and those in the helping
profession face in implementing self-care, wellness and or CF prevention tools (ElGhoroury et al., 2012; King & Herb, 2012). Some of these barriers include time, money,
stigma (El-Ghoroury et al., 2012), or the belief that “it can wait” (King & Herb, 2012),
etc. The researcher wanted to assess if similar barriers existed to providing CF education
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at the graduate training level in order to address these issues in the future so that more
programs could potentially offer this important prevention content.
The researcher anticipated barriers to including CF training would be reported.
However, the researcher found it concerning that nearly 20% of the respondents indicated
“a lack of need for CF training” as one of the reasons their programs did not include any
form of CF prevention education. Three additional write-in responses indicated either a
lack of student interest or being uncertain of the need. In addition, two respondents
stated that there did not appear to be any evidence in support of its utility. Others noted
that it seemed more appropriate for outside training (internship/postdoc), indicated a lack
of faculty experience on the topic, or felt it was incongruent with their training model.
Much of the compassion fatigue literature (Bockrath, 1999; Figley, 1995; Keim et
al., 2008; Merriman, 2011; Pearlman & Mac Ian, 1995; Schauben & Frazier, 1995;
Turner et al., 2005) strongly advocates for such training with authors like Harrison and
Westwood (2009) also arguing that there is an ethical requirement to address the problem
of compassion fatigue and that this requirement is not only for professionals, but also for
those who educate and/or employ them. Yet it appears that those responsible for
providing the training do not necessarily know this or agree with the theoretical research.
The researcher feels this is likely to be one of the biggest barriers to incorporating CF
training as those responsible for curriculum development need to realize the need and
benefits to providing such training for it to be incorporated. This will be especially
important in order to advocate this training being a priority due to the other restrictions
such as time and money.
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Significance of Results
This study was the first to assess current levels of compassion fatigue prevention
training in APA-accredited doctoral level psychology programs. The findings suggest
that less than half (39.1%) of the surveyed programs are including CF training in any
form and only 6 of the 17 programs that reported offering such training, require it.
Consequently, the majority of doctoral level psychology students likely receive no formal
training in either class or supervision on the issues of compassion fatigue and its
prevention.
Yet, many researchers have argued that graduate programs are responsible for
ensuring that future mental health professionals are not only knowledgeable and skilled
but will also remain safe and well while working with clients (Alkema et al., 2008;
Eastwood & Ecklund, 2008; Myers et al., 2003). Thus, much of the current compassion
fatigue literature asserts training programs need to emphasize the risks associated with
the helping profession and equip students to be able to identify, prevent, or recover from
compassion fatigue symptoms (Baker, 2012; Harrison & Westwood, 2009; Keim et al.,
2008; Merriman, 2011; O’Halloran & O’Halloran, 2001). Unfortunately, the literature
also indicated that training remains relatively client-focused with little time devoted to
self-care and other personal topics such as compassion fatigue (Skovholt et al.,
2001;Yager & Tovar-Blank, 2007; Young & Lambie, 2007). The researcher is inclined
to agree based on the fact that less than half of the surveyed programs in this study
reported including CF training with some chairs even questioning its utility or reporting it
did not fit their training model.
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The review of literature also acknowledged the susceptibility of all mental health
workers to issues of compassion fatigue, and noted that counselor wellness is on a
continuum with counselors moving from one end to the other at various times (Figley,
1995; Lawson & Venart, 2005; Rothschild, 2006; Stamm, 1999). Symptoms of
compassion fatigue can include disruptions to sleep, an increased startle response,
intrusive thoughts, depressed or anxious moods, etc. (Alkema et al., 2008). Furthermore,
CF can lead to a shift in the counselor’s self-image and perception of the world such as a
lack of safety, trust, control, etc. (Van Hook & Rothenberg, 2009) which can impact the
counselor’s learning, personal life, and work with clients both in and beyond graduate
school (O’Halloran & O’Halloran, 2001). The negative consequences of compassion
fatigue can potentially interfere with client care. For example, compassion fatigue can
interfere with the clinician’s ability to connect, empathize, and respond appropriately to
clients, increase therapeutic ruptures, increase the potential for boundary or ethical
violations, and impair clinical decision-making ability (Alkema et al., 2008; Eastwood &
Ecklund, 2008). Therefore, compassion fatigue training remains imperative for all
counselors for both personal and professional reasons.
Early and ongoing CF training is believed to both combat any potential negative
consequences that have developed and also act as a prevention tool, with counselors
being able to learn how to better recognize the shifts associated with compassion fatigue
(i.e. personal and worldviews) and promote early intervention and better self-care
strategies (Gentry, 2002; Trippany et al., 2004). This is important considering that the
results of one study examining vicarious trauma symptoms and defense styles in graduate
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students found that less than half (41.8%) of the participants reported using an adaptive
coping style (S. A. Adams & Riggs, 2008). Furthermore, 70% of the graduate students in
El-Ghoroury et al.’s (2012) study reported experiencing a personal or professional
challenge that interfered with their functioning. Research identified the need for CF
prevention training to include discussions of both compassion fatigue and compassion
satisfaction as well as issues related to self-awareness, self-efficacy, self-care, and
creative interventions (Baker, 2012; Merriman, 2011; O’Halloran & O’Halloran, 2001).
Therefore, if graduate training programs were to include required, formalized, and
comprehensive CF prevention education there is a better likelihood for it to also help
address some of these personal and professional stressors including the additional
stressors identified by Weaver (2000) due to course content, academic and financial
stress, inexperience, etc.
Several authors posited the existence of a transitional phase from graduate student
to professional counselor, and these authors further suggested counselors may experience
stress associated with this transition due to changes in identity and loss of social support.
Counselors in this stage are theorized to be at increased risk for compassion fatigue due
to these transitional stressors (Merriman, 2011; Pearson, 2003; Solway, 1985). The
structure of graduate school training inclusive of consistent advisement and supervision
presents a unique opportunity to teach compassion fatigue training to students before
these support systems decrease upon graduation.
As reported previously, Lawson and Venart (2005) argued that “the care that
counselors provide others will be only as good as the care they provide themselves”
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(p. 245). Unfortunately, self-care and issues of compassion fatigue and compassion
satisfaction are not innate, and helpers often struggle to prioritize self-care (El-Ghoroury
et al., 2012; Figley, 2002; King & Herb, 2012). For these reasons, CF prevention needs
to be a focus of psychology programs. It needs to be explicitly taught and discussed in
class and supervision. Compassion fatigue prevention needs to include discussions of
compassion satisfaction as well as self-care. Opportunities for the development and
practice of self-care plans need to be provided, as well as having appropriate self-care
and boundaries observed in fellow peers and faculty throughout a student’s entire training
so that it becomes as natural as our clinical and assessment training. This can provide a
solid foundation on which early psychologists can continue to build upon after
graduation.
Study Delimitations and Limitations
The researcher acknowledges that there were potential delimitations and
limitations of the study.
Deliminations. The researcher chose to include only APA accredited clinical and
counseling programs due to the fact that accredited programs are engaged in ongoing
review and improvement and meet nationally endorsed standards in the profession (APA,
2015). Thus, this study was not able to explore the status of all clinical and counseling
psychology doctoral programs in the United States regarding CF training. In addition,
the researcher chose to survey program chairs as opposed to faculty members or graduate
students in order to have one response per program. The researcher felt that this would
help eliminate potential subjectivity or variance in the opinions of different faculty or
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students. However, the researcher acknowledges that program chairs may not know
exactly what topics faculty cover in their classes or whether or not students perceive they
have learned what faculty think they addressed. Lastly, the researcher used a self-created
survey that had not been tested for validity or reliability.
However, the following precautions were taken to try and limit these issues. The
survey was structured with a limited number of questions in an easy to follow format in
order to encourage a higher response rate, have fewer instances of missing data, and limit
random responses. In addition, this researcher-developed survey was loosely modeled
after the surveys described in the review of the literature that examined training practices
that assessed various curriculum questions regarding ethics or multicultural training
(Rogers et al., 1992; Vanek, 1990). The researcher also incorporated feedback from
dissertation class members, committee members, and a peer editor in order to make the
survey more user-friendly and clear in an attempt to address any potential
misunderstandings or problems with survey questions, and to also attempt to improve
response rates and rates of survey completion.
Limitations. Methodological issues exist regarding web-based surveys. The most
common issues include problems related to the survey design, sample, testing
environment, confidentiality and response rates (Anderson, Nonnecke, & Preece, 2003;
Duffy, 2002). To address these issues the researcher chose a popular web-based
program, SurveyMonkey, that assisted in creating stronger surveys through the use of
easy to use templates including logic questions, compatibility with several browsers and
computers, as well as tracking completion so that a reminder email could be sent.
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Confidentiality issues were minimized since this study did not ask for or report
personal or program information. Response rates may have also been impacted by
various factors such as the fact web-based surveys may be undeliverable if email
accounts are inactive. The survey could also be sent to the user’s junk mail folder or
deleted by potential participants due to disinterest or busy schedules (Duffy, 2002). The
use of the entire population of program directors (287) was used to help the researcher
reach a decent return rate even though some chairs would likely decide not to complete or
return the survey, and others would be eliminated if they did not meet criteria (nonaccredited, etc.).
Furthermore, participants' responses consisted of self-reports, which may have led
to socially desired responses or an under/over reporting of actual training levels based on
potentially inaccurate information if program chairs reported on what they believed was
happening compared to what was actually happening. In addition, participants who
completed the surveys (i.e. sample) may not have accurately represented the overall
demographic of the population, and thus, population bias could affect the validity of the
results. However, for the purposes of this exploratory study the researcher believed that
assessing program chairs’ perceptions was a good starting place to determine the current
training levels of APA-accredited clinical and counseling programs across the United
States.
The researcher was hoping for a response rate of 30% (N = 87). This was
selected based on Cohen’s Power Primer (1992) as the N needed for a chi square analysis
with a medium effect size (ES) at power = .80 and alpha = .05. In addition, the survey
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tool chosen by the researcher, SurveyMonkey, indicated that while online survey
response rates can vary greatly, a common response range for surveys where there is no
prior relationship with recipients is 20% to 30% (Porter, 2012). A return rate of 24% was
achieved in the present study. Although this fell shy of the initial target it was within the
average range of online responses.
Response rates also varied considerably between the studies included in the
literature review. For example, Lawson et al. (2007) achieved a response rate of 17% as
only 770 surveys were returned out of the initial 5,200 sent to ACA members. On the
other hand, a survey of APAGS students yielded a response rate of 88% with 387 surveys
returned out of the initial 438 from 39 different states resulting in both a high response
rate and overall representative sample (El-Ghoroury et al., 2012). There are additional
variances when comparing the response rate of this study against the two previous studies
it was modeled after. Vanek (1990) sent three mailings to 209 training directors to assess
levels of ethics training. One hundred and twenty nine surveys were returned which
resulted in a response rate of 61.7%. Similarly, Rogers et al.’s (1992) two mailings to
211 training directors yielded 121 completed surveys for a response rate of 57% in
examining levels of multicultural training.
One hypothesis for the difference between these response rates and the present
study’s is due to the fact that some research maintains that online surveys achieved lower
response rates (average 33%) than the paper-based ones (average 56%) (Cook et al.,
2000; Nulty, 2008). Another hypothesis for the lower response rate is the additional
demands on program chairs as well as the increase in research requests over the last 20+
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years. The present researcher actually had several program chairs decline to participate
in this study citing a lack of time or an abundance of research requests as the reason for
their inability to participate. Lastly, this lower return rate may suggest a lack of concern
in this area of graduate training at the time of this study.
Due to the smaller response rate, results need to be interpreted with caution.
However, it is important to note that while a larger response rate would have been ideal
the representativeness of the responses is more important than response rate (Cook et al.,
2000). Of course a higher response rate is one way to increase the survey’s
representativeness but a low response rate does not necessarily mean that the sample is
non-representative. In this case, the researcher feels confident that the 69 schools
included in this study are a good depiction of doctoral programs as both clinical and
counseling programs and programs with varying student and faculty sizes were
represented. The challenges the researcher faced in conducting this study underscores the
difficulty with researching this topic. The ambiguity of participant answers and low
response rate, though comparative to other survey results, also makes it difficult to know
what is currently happening in the field.
Recommendations
The field of psychology is constantly changing and, as such, it is recommended
the field includes ongoing conversations and assessments of how psychologists are being
prepared to enter the profession and whether there needs to be changes to current
education and training models. Examples of recent important changes to curriculum
include the mandatory inclusion of ethics and multicultural training which had not always
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been a required part of graduate training. Similar arguments are now being made for the
inclusion of CF prevention training to be taught in graduate programs including an
emphasis on compassion satisfaction, self-care and resiliency issues (Bockrath, 1999;
Figley, 1995; Keim et al., 2008; Merriman, 2011; Pearlman & Mac Ian, 1995; Schauben
& Frazier, 1995; Turner et al., 2005). Based on the findings of the present study it
appears that these theoretical arguments have not been put into practice. Now that we
know more about the causes, risk factors, and consequences of CF it is high time more
programs begin to follow these recommendations and implement CF prevention
education into both course and supervisory discussions throughout graduate students’
entire training regime.
This study provided insight into the current levels of CF training among 69 APA
accredited clinical and counseling psychology programs across the United States. The
findings indicate less than half of the programs that responded included some type of CF
training, though the level of significance varied depending on how the program chairs’
answers were categorized. This appears to be similar to the conjecture amongst the
literature which assumed that CF training was not occurring in the manner suggested
(Figley, 2002; Merriman, 2011; O’Halloran & O’Halloran, 2001; Simpson & Starkey,
2006; Sprang et al., 2007; Stamm, 2002). The majority of programs that indicated they
did have some form of CF training often reported that it was an optional part of
coursework which likely occurred in spontaneous classroom discussions or supervision.
Thus, the students in these programs were likely not equally exposed to this training. As
such, it seems that changes are warranted in many graduate psychology programs to
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include compassion fatigue training. It is strongly advocated that compassion fatigue
training become a required component of graduate school education and be included in
ongoing discussions throughout the student’s entire training in both class and supervision.
Implications for Future Research
The sample used in this study, 69 program chairs, provided insights into their
perceptions of whether or not they felt their programs were including CF. The
descriptive and inferential statistics not only allowed for the examination of the present
study’s research questions but also raised questions for future research. For example,
future studies may want to include student voices on these issues to determine if program
chairs’ perceptions of what is being taught is similar to what students report is being
addressed. Similarly, a study which evaluates faculty perception or course syllabi would
be an additional way to assess what is truly being taught in regards to compassion fatigue
training including whether or not related content such as compassion satisfaction or selfcare are incorporated. However, due to some of the issues faced by the current researcher
with participant’s write in responses better fitting into other categories, future
investigators may want to revisit the survey instrument to refine and clarify the language
in the survey to ensure that it is written in a manner that maximizes comprehension while
maintaining the efficacy of the goal characteristics prior to conducting any additional
research.
Although it may be interesting to gather supplementary data from additional
sources (faculty/students) on the status of compassion fatigue prevention training in
graduate programs, the researcher feels the present study thoroughly underlines the
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discrepancy between the literature’s suggested training and actual CF education. After
years of theoretical research highlighting a need for CF education and research, including
the present study, identifying a lack of such training it appears the next steps require
action. As such, future research on how to best implement the suggested training of
compassion fatigue, compassion satisfaction, and self-care in a required and ongoing
fashion into classes and supervision would be more beneficial than research continuing to
study an already identified problem. Additional research could also address ways
programs with CF training overcame identified barriers (time, money, etc.) and begin to
identify the benefits of such training in order to advocate and assist with implementing
similar trainings into other programs.
Conclusions
Issues of compassion fatigue have been identified for helpers as a normal
consequence of dealing with client suffering (Figley, 1995; Rothschild, 2006; Stamm,
1999). Furthermore, authors such as Weaver (2000) have highlighted the increased risk
for graduate students due to the additional demands of graduate school including
assignments/exams, ongoing performance evaluations, clinical training, financial
burdens, etc. For these reasons and others, it is recognized that compassion fatigue
prevention training is imperative though it appears to be scarce.
The present study confirmed that less than half of the programs who responded to
the survey include some form or CF training. Furthermore, those that did include some
form of CF training reported that it was often an optional and spontaneous part of the
program. If the present trends in CF training continue there is a risk that professionals
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may experience personal and interpersonal challenges, or will prematurely leave the field.
In addition, they could cause harm to their clients. The researcher hopes that this study
will help increase attention to the issues of compassion fatigue and that this increased
awareness will lead to educational changes including more programs incorporating CF
training and eventually having that training be a more formalized and required
component of all psychology graduate programs.
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Appendix A
Fully accredited APA-accredited Clinical Psychology Programs in the continental U.S.
(Not on probation or inactive)
Updated August 19, 2014
*Programs that have been crossed out are the six programs that never responded to the
researcher’s contact attempts and were not included in this study.
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1. Adelphi University (PhD)
Derner Institute of Advanced Psychological Studies
Garden City, NY 11530
2. Adler School of Professional Psychology—Chicago (PsyD)
Department of Psychology
Chicago, IL 60602
3. University of Alabama at Birmingham (PhD)
Medical/Clinical Psychology Program
Birmingham, AL 35294
4. University of Alabama at Tuscaloosa (PhD)
Department of Psychology
Tuscaloosa, AL 35487
5. University of Alaska, Fairbanks-Anchorage (PhD)
Department of Psychology
Anchorage, AK 99508
6. University at Albany/State University of New York (PhD)
Department of Psychology
Albany, NY 12222
7. Alliant International University—Fresno (PhD)
Fresno, CA 93727
8. Alliant International University- Fresno (PsyD)
Fresno, CA 93727
9. Alliant International University—Los Angeles (PhD)
Alhambra, CA 91803
10. Alliant International University- Los Angeles (PsyD)
Alhambra, CA 91803
11. Alliant International University—Sacramento (PsyD)
Sacramento, CA 95833
Alliant International University—San Diego (PhD)
San Diego, CA 92131
Alliant International University- San Diego (PsyD)
San Diego, CA 92131
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12. Alliant International University—San Francisco Bay (PhD)
San Francisco, CA 94133
13. Alliant International University- San Francisco Bay (PsyD)
San Francisco, CA 94133
14. American University (PhD)
Department of Psychology
Washington, DC 20016
15. American School of Professional Psychology at Argosy University, San Francisco
Bay Area (PsyD)
Department of Clinical Psychology
Alameda, CA 94501
16. American School of Professional Psychology at Argosy University, Washington,
DC (PsyD)
Arlington, VA 22209
17. American School of Professional Psychology—Southern California at Argosy
University, Orange County (PsyD)
Orange, CA 92868
18. Antioch University New England (PsyD)
Department of Clinical Psychology
Keene, NH 03431
19. University of Arizona (PhD)
Department of Psychology
Tucson, AZ 85721
20. Arizona School of Professional Psychology at Argosy University, Phoenix
(PsyD)
Phoenix, AZ 85021
21. Arizona State University (PhD)
Department of Psychology
Tempe, AZ 85287
22. University of Arkansas (PhD)
Department of Psychology
Fayetteville, AR 72701
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23. Auburn University (PhD)
Department of Psychology
Auburn, AL 36849-5214
24. Azusa Pacific University (PsyD)
Department of Graduate Psychology
Azusa, CA 91702-7000
25. Baylor University (PsyD)
Department of Psychology
Waco, TX 76798
26. Binghamton University/State University of New York (PhD)
Department of Psychology
Binghamton, NY 13902-6000
27. Biola University (PhD)
Rosemead School of Psychology
La Mirada, CA 90639
28. Biola University (PsyD)
Rosemead School of Psychology
La Mirada, CA 90639
29. Boston University (PhD)
Department of Psychology
Boston, MA 02215
30. Bowling Green State University (PhD)
Department of Psychology
Bowling Green, OH 43403
31. Brigham Young University (PhD)
Department of Psychology
Provo, UT 84602
32. University at Buffalo/State University of New York (PhD)
Department of Psychology
Buffalo, NY 14260
33. University of California, Berkeley (PhD)
Department of Psychology
Berkeley, CA 94720-1650
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34. University of California, Los Angeles (PhD)
Department of Psychology
Los Angeles, CA 90095
35. Carlos Albizu University—Miami Campus (PsyD)
Miami, FL 33172-2209
36. Case Western Reserve University (PhD)
Department of Psychology
Cleveland, OH 44106-7123
37. Catholic University of America (PhD)
Department of Psychology
Washington, DC 20064
38. University of Central Florida (PhD)
Department of Psychology
College of Arts and Sciences
Orlando, FL 32816-1390
39. Central Michigan University (PhD)
Department of Psychology
Mt. Pleasant, MI 48859
40. Chestnut Hill College (PsyD)
Department of Professional Psychology
Philadelphia, PA 19118-2693
41. Chicago School of Professional Psychology—Chicago Campus (PsyD)
Department of Psychology
Chicago, IL 60610
University of Cincinnati (PhD)
Department of Psychology
Cincinnati, OH 45221-0034
42. The City College of New York, City University of New York (PhD)
Department of Psychology
New York, NY 10031
43. Clark University (PhD)
Frances L. Hiatt School of Psychology
Worcester, MA 01610

105
University of Colorado at Boulder (PhD)
Department of Psychology and Neuroscience
Boulder, CO 80309
44. University of Colorado at Colorado Springs (PhD)
Department of Psychology
Colorado Springs, CO 80933-7150
45. University of Colorado at Colorado Denver (PhD)
Department of Psychology
Denver, CO 80217-3364
University of Connecticut (PhD)
Department of Psychology
Storrs, CT 06269-1020
46. University of Delaware (PhD)
Department of Psychology
Newark, DE 19716
47. University of Denver (PhD)
Department of Psychology
Denver, CO 80208
48. University of Denver (PsyD)
Department of Psychology
Denver, CO 80208
49. DePaul University (PhD)
Department of Psychology
Chicago, IL 60614
50. University of Detroit Mercy (PhD)
Department of Psychology
Detroit, MI 48221-3038
51. Drexel University (PhD)
Department of Psychology
Philadelphia, PA 19102
52. Duke University (PhD)
Department of Psychology and Neuroscience
Durham, NC 27708
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53. Duquesne University (PhD)
Department of Psychology
Pittsburgh, PA 15282-1753
54. East Carolina University (PhD)
Department of Psychology
Greenville, NC 27858-4353
55. Eastern Michigan University (PhD)
Department of Psychology
Ypsilanti, MI 48197
56. East Tennessee State University (PhD)
Department of Psychology
Johnson City, TN 37614
57. Emory University (PhD)
Department of Psychology
Atlanta, GA 30322
58. Fairleigh Dickinson University (PhD)
School of Psychology
Teaneck–Hackensack Campus
Teaneck, NJ 07666
59. Fielding Graduate University (PhD)
Clinical Psychology Doctoral Program
Santa Barbara, CA 93105
60. University of Florida (PhD)
Department of Clinical and Health Psychology
Gainesville, FL 32610
61. Florida Institute of Technology (PsyD)
School of Psychology
Melbourne, FL 32901
62. Florida School of Professional Psychology at Argosy University, Tampa (PsyD)
1403 North Howard Avenue
63. Florida State University (PhD)
Department of Psychology
Tallahassee, FL 32306
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64. Fordham University (PhD)
Department of Psychology
Bronx, NY 10458
65. Forest Institute of Professional Psychology (PsyD)
Springfield, MO 65807
66. Fuller Theological Seminary (PhD)
Graduate School of Psychology
Pasadena, CA 91101
67. Fuller Theological Seminary (PsyD)
Graduate School of Psychology
Pasadena, CA 91101
68. Gallaudet University (PhD)
Department of Psychology
Washington, DC 20002
69. George Fox University (PsyD)
Graduate Department of Clinical Psychology
Newberg, OR 97132-2697
70. George Mason University (PhD)
Department of Psychology
Fairfax, VA 22030
71. George Washington University (PhD)
Department of Psychology
Washington, DC 20052
72. University of Georgia (PhD)
Department of Psychology
Athens, GA 30602
73. Georgia School of Professional Psychology at Argosy University, Atlanta (PsyD)
Department of Psychology
Atlanta, GA 30328
74. Georgia State University (PhD)
Department of Psychology
Atlanta, GA 30303
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75. University of Hartford (PsyD)
Graduate Institute of Professional Psychology
West Hartford, CT 06117
76. Harvard University (PhD)
Department of Psychology
Cambridge, MA 02128
77. University of Hawaii at Manoa (PhD)
Department of Psychology
Honolulu, HI 96822
78. Hawaii School of Professional Psychology at Argosy University, Hawaii (PsyD)
Department of Psychology
Honolulu, HI 96813
79. Hofstra University (PhD)
Department of Psychology
Hempstead, NY 11549
80. University of Houston (PhD)
Department of Psychology
Houston, TX 77204
81. Howard University (PhD)
Department of Psychology
Washington, DC 20059
82. Idaho State University (PhD)
Department of Psychology
Pocatello, ID 83209-8112
83. University of Illinois at Chicago (PhD)
Department of Psychology
Chicago, IL 60607
84. University of Illinois at Urbana-Champaign (PhD)
Department of Psychology
Champaign, IL 61820
85. Illinois Institute of Technology (PhD)
Institute of Psychology
Chicago, IL 60616

109
86. Illinois School of Professional Psychology at Argosy University, Chicago
(PsyD)
School of Professional Psychology
Chicago, IL 60601
87. Illinois School of Professional Psychology at Argosy University, Schaumburg
(PsyD)
Schaumburg, IL 60173
88. Immaculata University (PsyD)
Graduate Division
Immaculata, PA 19345-0500
89. Indiana State University (PsyD)
Department of Psychology
Terre Haute, IN 47809
90. Indiana University—Bloomington (PhD)
Department of Psychological & Brain Sciences
Bloomington, IN 47405
91. Indiana University of Pennsylvania (PsyD)
Department of Psychology
Indiana, PA 15705
92. Indiana University—Purdue University Indianapolis (PhD)
Department of Psychology
Indianapolis, IN 46202-3275
93. University of Indianapolis (PsyD)
1400 East Hanna Avenue
Good Hall
Indianapolis, IN 46227-3697
94. University of Iowa (PhD)
Department of Psychology
Iowa City, IA 52242
95. Jackson State University (PhD)
Department of Psychology
Jackson, MS 39217
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96. John F. Kennedy University (PsyD)
Graduate School of Professional Psychology
Pleasant Hill, CA 94523
97. University of Kansas (PhD)
Clinical Child Psychology Training Program
Departments of Psychology and Applied Behavioral Science
Lawrence, KS 66045
98. University of Kansas (PhD)
Clinical Psychology Program
Departments of Psychology and Applied Behavioral Science
Lawrence, KS 66045
99. Kent State University (PhD)
Department of Psychology
Kent, OH 44242
100. University of Kentucky (PhD)
Department of Psychology
Lexington, KY 40506-0044
101. La Salle University (PsyD)
Department of Psychology
Philadelphia, PA 19141
102. University of La Verne (PsyD)
Department of Psychology
La Verne, CA 91750
103. Loma Linda University (PhD)
School of Science and Technology
Department of Psychology
Loma Linda, CA 92350
104. Loma Linda University (PsyD)
School of Science and Technology
Department of Psychology
Loma Linda, CA 92350
105. Long Island University, Brooklyn Campus (PhD)
Department of Psychology
Brooklyn, NY 11201
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106. Long Island University, C.W. Post Campus (PsyD)
Department of Psychology
Brookville, NY 11548
107. Louisiana State University (PhD)
Department of Psychology
Baton Rouge, LA 70803
108. University of Louisville (PhD)
Department of Psychology & Brain Sciences
Louisville, KY 40292
109. Loyola University Maryland (PsyD)
Department of Psychology
Baltimore, MD 21210
110. Loyola University of Chicago (PhD)
Department of Psychology
Chicago, IL 60626
111. University of Maine (PhD)
Department of Psychology
Orono, ME 04469
112. Marquette University (PhD)
Department of Psychology
Milwaukee, WI 53233
113. Marshall University (PsyD)
Department of Psychology
Huntington, WV 25755
114. University of Maryland—Baltimore County (PhD)
Department of Psychology
Baltimore, MD 21250
115. University of Maryland—College Park (PhD)
Department of Psychology
College Park, MD 20742
116. Marywood University (PsyD)
Department of Psychology and Counseling
Scranton, PA 18509
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117. University of Massachusetts—Amherst (PhD)
Department of Psychology
Amherst, MA 01003
118. University of Massachusetts—Boston (PhD)
Department of Psychology
Boston, MA 02125-3393
119. Massachusetts School of Professional Psychology, Inc. (PsyD)
Department of Psychology
Newton, MA 02459
120. The University of Memphis (PhD)
Department of Psychology
Memphis, TN 38152
121. University of Miami (PhD)
Department of Psychology
Coral Gables, FL 33124
122. Miami University (PhD)
Department of Psychology
Oxford, OH 45056
123. University of Michigan (PhD)
Department of Psychology
Ann Arbor, MI 48109
124. Michigan State University (PhD)
Department of Psychology
East Lansing, MI 48824
125. Midwestern University, Downers Grove Campus (PsyD)
College of Health Sciences
Downers Grove, IL 60515
126. Midwestern University, Glendale Campus (PsyD)
Department of Clinical Psychology
Glendale, AZ 85308
127. University of Minnesota (PhD)
Department of Psychology
Minneapolis, MN 55455
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128. Minnesota School of Professional Psychology at Argosy University, Twin Cities
(PsyD)
College of Psychology and Behavioral Sciences
Eagan, MN 55121
129. University of Mississippi (PhD)
Department of Psychology
University, MS 38677
130. University of Missouri—Columbia (PhD)
Department of Psychological Sciences
Columbia, MO 65211
131. University of Missouri—Kansas City (PhD)
Department of Psychology
Kansas City, MO 64110
132. University of Missouri—St. Louis (PhD)
Department of Psychology
St. Louis, MO 63121
133. University of Montana (PhD)
Department of Psychology
Missoula, MT 59812
134. University of Nebraska—Lincoln (PhD)
Department of Psychology
Lincoln, NE 68588-0308
135. University of Nevada—Las Vegas (PhD)
Department of Psychology
Las Vegas, NV 89154
136. University of Nevada—Reno (PhD)
Department of Psychology
Reno, NV 89557
137. University of New Mexico (PhD)
Department of Psychology
Albuquerque, NM 87131
138. The New School (PhD)
Department of Psychology
New York, NY 10011
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139. University of North Carolina at Chapel Hill (PhD)
Department of Psychology
Chapel Hill, NC 27599-3270
140. University of North Carolina at Charlotte (PhD)
Department of Psychology
Charlotte, NC 28223
141. University of North Carolina at Greensboro (PhD)
Department of Psychology
Greensboro, NC 27402
142. University of North Dakota (PhD)
Department of Psychology
Grand Forks, ND 58202-8380
143. University of North Texas (PhD)
Department of Psychology
Denton, TX 76203
144. University of North Texas and University of North Texas Health Sciences Center
Consortium (PhD)
Clinical Health Psychology/Behavioral Medicine Program
Department of Psychology
Denton, TX 76203
145. Northern Illinois University (PhD)
Department of Psychology
DeKalb, IL 60115
146. Northwestern University (PhD)
Department of Psychology
Evanston, IL 60208-2710
147. Northwestern University Feinberg School of Medicine (PhD)
Department of Psychiatry and Behavioral Sciences
Chicago, IL 60611
148. University of Notre Dame (PhD)
Department of Psychology
Notre Dame, IN 46556
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149. Nova Southeastern University (PhD)
Center for Psychological Studies
Fort Lauderdale, FL 33314
150. Nova Southeastern University (PsyD)
Center for Psychological Studies
Fort Lauderdale, FL 33314
151. The Ohio State University (PhD)
Department of Psychology
Columbus, OH 43210
152. Ohio University (PhD)
Department of Psychology
Athens, OH 45701-2979
153. Oklahoma State University (PhD)
Department of Psychology
Stillwater, OK 74078
154. University of Oregon (PhD)
Department of Psychology
Eugene, OR 97403-1227
155. Pacific University, Oregon (PsyD)
School of Professional Psychology
Hillsboro, OR 97123
156. Palo Alto University, Pacific Graduate School of Psychology (PhD)
Palo Alto, CA 94304
157. Palo Alto University, Pacific Graduate School of Psychology- Stanford
Consortium (PsyD)
Palo Alto, CA 94304
158. University of Pennsylvania (PhD)
Department of Psychology
Philadelphia, PA 19104
159. Pennsylvania State University (PhD)
Department of Psychology
University Park, PA 16802
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160. Pepperdine University (PsyD)
Psychology Division
Graduate School of Education and Psychology
Los Angeles, CA 90045
161. Philadelphia College of Osteopathic Medicine (PsyD)
Department of Psychology
Philadelphia, PA 19131-1695
162. University of Pittsburgh (PhD)
Department of Psychology
Pittsburgh, PA 15260
163. Purdue University (PhD)
Department of Psychological Sciences
West Lafayette, IN 47907
164. Regent University (PsyD)
School of Psychology and Counseling
Virginia Beach, VA 23464-9800
165. University of Rhode Island (PhD)
Department of Psychology
Kingston, RI 02881
166. University of Rochester (PhD)
Department of Clinical and Social Sciences in Psychology
Rochester, NY 14627
167. Roosevelt University (PsyD)
Department of Psychology
Chicago, IL 60605
168. Rosalind Franklin University of Medicine and Science (PhD)
Department of Psychology
North Chicago, IL 60064
169. Rutgers, The State University of New Jersey (PhD)
Department of Psychology
Graduate School of Arts and Sciences
Department of Clinical Psychology
Piscataway, NJ 08854
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170. Rutgers, The State University of New Jersey (PsyD)
Department of Clinical Psychology
Graduate School of Applied and Professional Psychology
Piscataway, NJ 08854
171. Saint Louis University (PhD)
Department of Psychology
St. Louis, MO 63103
172. Sam Houston State University (PhD)
Department of Psychology and Philosophy
Huntsville, TX 77341
173. San Diego State University/University of California, San Diego (PhD)
Joint Doctoral Program in Clinical Psychology
San Diego, CA 92120
174. Seattle Pacific University (PhD)
Department of Clinical Psychology
Seattle, WA 98119
175. University of South Carolina (PhD)
Department of Psychology
Columbia, SC 29208
176. University of South Dakota (PhD)
Department of Psychology
Vermillion, SD 57069
177. University of South Florida (PhD)
Department of Psychology
Tampa, FL 33620
178. University of Southern California (PhD)
Department of Psychology
Los Angeles, CA 90089-1061
179. Southern Illinois University—Carbondale (PhD)
Department of Psychology
Carbondale, IL 62901
180. Southern Methodist University (PhD)
Department of Psychology
Dallas, TX 75275
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181. University of Southern Mississippi (PhD)
Department of Psychology
Hattiesburg, MS 39406
182. Spalding University (PsyD)
School of Professional Psychology
College of Health and Natural Sciences
Louisville, KY 40203
183. St. John's University (PhD)
Ph.D. Program in Clinical Psychology
Jamaica, NY 11439
184. Stony Brook University/State University of New York (PhD)
Department of Psychology
Stony Brook, NY 11794-2500
185. Suffolk University (PhD)
Department of Psychology
Boston, MA 02114
186. Syracuse University (PhD)
Department of Psychology
Syracuse, NY 13244-2340
187. Teachers College, Columbia University (PhD)
Department of Clinical Psychology
New York, NY 10027
188. Temple University (PhD)
Department of Psychology
Philadelphia, PA 19122
189. University of Tennessee—Knoxville (PhD)
Department of Psychology
Knoxville, TN 37996-0900
190. Texas A&M University (PhD)
Department of Psychology
College Station, TX 77843-4235
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191. University of Texas at Austin (PhD)
Department of Psychology
Austin, TX 78712
192. University of Texas Southwestern Medical Center at Dallas (PhD)
Department of Psychiatry/Division of Psychology
Dallas, TX 75390-9044
193. Texas Tech University (PhD)
Department of Psychology
Lubbock, TX 79409-2051
194. University of Toledo (PhD)
Department of Psychology
Toledo, OH 43606
195. University of Tulsa (PhD)
Department of Psychology
Tulsa, OK 74104
196. Uniformed Services University of the Health Sciences (PhD)
F. Edward Hebert School of Medicine
Bethesda, MD 20814-4799
197. University of Utah (PhD)
Department of Psychology
Salt Lake City, UT 84112
198. Vanderbilt University (PhD)
Department of Psychology and Human Development
Nashville, TN 37203
199. University of Vermont (PhD)
Department of Psychology
Burlington, VT 05405
200. University of Virginia (PhD)
Department of Psychology
Charlottesville, VA 22904
201. Virginia Commonwealth University (PhD)
Department of Psychology
Richmond, VA 23284-2018
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202. Virginia Consortium Program in Clinical Psychology (PsyD/PhD)
Virginia Beach, VA 23453
203. Virginia Polytechnic Institute and State University (PhD)
Department of Psychology
Blacksburg, VA 24061-0436
204. University of Washington (PhD)
Department of Psychology
Seattle, WA 98195
205. Washington State University (PhD)
Department of Psychology
Pullman, WA 99164-4820
206. Washington University in St. Louis (PhD)
Department of Psychology
St. Louis, MO 63130
207. Wayne State University (PhD)
Department of Psychology
Detroit, MI 48202
208. West Virginia University (PhD)
Department of Psychology
Morgantown, WV 26506-6040
Western Michigan University (PhD)
Department of Psychology
Kalamazoo, MI 49008
209. Wheaton College (PsyD)
Department of Psychology
Wheaton, IL 60187-5593
210. Wichita State University (PhD)
Department of Psychology
Wichita, KS 67260-0034
211. Widener University (PsyD)
School of Human Service Professions
Institute for Graduate Clinical Psychology
Chester, PA 19013
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212. Wisconsin School of Professional Psychology (PsyD)
Milwaukee, WI 53225
213. University of Wisconsin—Madison (PhD)
Department of Psychology
Madison, WI 53706
214. University of Wisconsin—Milwaukee (PhD)
Department of Psychology
Milwaukee, WI 53211
215. The Wright Institute (PsyD)
Berkeley, CA 94704
216. Wright State University (PsyD)
School of Professional Psychology
Dayton, OH 45435
217. University of Wyoming (PhD)
Department of Psychology
Laramie, WY 82071
218. Xavier University (PsyD)
Department of Psychology
Cincinnati, OH 45207-6511
219. Yale University (PhD)
Department of Psychology
New Haven, CT 06520-8205
220. Yeshiva University (PhD)
Ferkauf Graduate School of Psychology
Bronx, NY 10461
221. Yeshiva University (PsyD)
Ferkauf Graduate School of Psychology
Bronx, NY 10461
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Appendix B
Accredited Programs in Counseling Psychology
Updated Aug. 19, 2014
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1. The University of Akron (PhD)
Department of Counseling
Department of Psychology
Akron, OH 44325
2. University at Albany, State University of New York (PhD)
Department of Educational and Counseling Psychology
Albany, NY 12222
3. Arizona State University (PhD)
School of Letters and Sciences
Tempe, AZ 85287-0611
4. Auburn University (PhD)
Department of Special Education, Rehabilitation, & Counseling/School
Psychology
Auburn, AL 36849
5. Ball State University (PhD)
Department of Counseling Psychology and Guidance Services
Muncie, IN 47306
6. Boston College (PhD)
Department of Counseling, Developmental, and Educational Psychology
Chestnut Hill, MA 02467
7. Brigham Young University (PhD)
Counseling Psychology and Special Education
Provo, UT 84602
8. Carlow University (PsyD)
Department of Psychology & Counseling
Pittsburgh, PA 15213
9. Chatham University (PsyD)
Graduate Psychology Department
Pittsburgh, PA 15232
10. Cleveland State University (PhD)
Urban Education Ph.D. Program: Counseling Psychology
Cleveland, OH 44115
11. Colorado State University (PhD)
Department of Psychology
Fort Collins, CO 80523
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12. University of Denver (PhD)
Morgridge College of Education
Denver, CO 80208
13. University of Florida (PhD)
Department of Psychology
Gainesville, FL 32611-2250
14. Fordham University (PhD)
Division of Psychological and Educational Services
New York, NY 10023
15. University of Georgia (PhD)
Department of Counseling & Human Development Services
Athens, GA 30602
16. Georgia State University (PhD)
Department of Counseling and Psychological Services
Atlanta, GA 30302
17. University of Houston (PhD)
Department of Educational Psychology
Houston, TX 77204
18. University of Illinois at Urbana-Champaign (PhD)
Department of Educational Psychology
Division of Counseling Psychology
Champaign, IL 61820
19. Indiana University—Bloomington (PhD)
Department of Counseling and Educational Psychology
Bloomington, IN 47405-1006
20. University of Iowa (PhD)
Division of Psychological and Quantitative Foundations
Iowa City, IA 52242
21. Iowa State University (PhD)
Department of Psychology
Ames, IA 50011-3180
22. University of Kansas (PhD)
Department of Psychology and Research in Education
Lawrence, KS 66045
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23. University of Kentucky (PhD)
Department of Educational, School, and Counseling Psychology
Lexington, KY 40506-0017
24. Lehigh University (PhD)
Department of Education and Human Services
Bethlehem, PA 18015-4792
25. Louisiana Tech University (PhD)
Department of Psychology and Behavioral Sciences
Ruston, LA 71272
26. University of Louisville (PhD)
Department of Educational and Counseling Psychology
Louisville, KY 40292
27. Loyola University of Chicago (PhD)
School of Education
Chicago, IL 60611
28. Marquette University (PhD)
Department of Counselor Education and Counseling Psychology
Milwaukee, WI 53201-1881
29. University of Maryland—College Park (PhD)
Dept. of Psychology/Dept. of Counseling and Personnel Services
College of Behavioral and Social Sciences
College Park, MD 20742
30. The University of Memphis (PhD)
Department of Counseling, Educational Psychology, and Research
Memphis, TN 38152
31. University of Miami (PhD)
Department of Educational and Psychological Studies
Coral Gables, FL 33124
32. University of Minnesota (PhD)
Counseling and Student Personnel Psychology Program
Department of Educational Psychology
Minneapolis, MN 55455
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33. University of Minnesota (PhD)
Department of Psychology
Minneapolis, MN 55455
34. University of Missouri—Columbia (PhD)
Educational, School, and Counseling Psychology
Columbia, MO 65211
35. University of Missouri—Kansas City (PhD)
Division of Counseling and Educational Psychology
Kansas City, MO 64110
36. University of Nebraska—Lincoln (PhD)
Department of Educational Psychology
Lincoln, NE 68588
37. New Mexico State University (PhD)
Department of Counseling and Educational Psychology
Las Cruces, NM 88003
38. New York University (PhD)
Department of Applied Psychology
Steinhardt School of Culture, Education, and Human Development
New York, NY 10003
39. University of North Dakota (PhD)
Department of Counseling Psychology and Community Services
Grand Forks, ND 58202-8255
40. University of North Texas (PhD)
Department of Psychology
Denton, TX 76203
41. Northeastern University (PhD)
Department of Counseling and Applied Educational Psychology
Boston, MA 02115
42. University of Northern Colorado (PhD)
Department of Applied Psychology and Counselor Education
Greeley, CO 80639
43. University of Oklahoma (PhD)
Department of Educational Psychology
Norman, OK 73019-0260

127
44. Oklahoma State University (PhD)
School of Applied Health and Educational Psychology
Stillwater, OK 74078
45. University of Oregon (PhD)
Department of Counseling Psychology and Human Services
Eugene, OR 97403-5251
46. Our Lady of the Lake University (PsyD)
School of Professional Studies
San Antonio, TX 78207-4689
47. Purdue University (PhD)
Department of Educational Studies
West Lafayette, IN 47907
48. Radford University (PsyD)
Department of Psychology
Radford, VA 24142
49. Seton Hall University (PhD)
Department of Professional Psychology and Family Therapy
South Orange, NJ 07079
50. Southern Illinois University—Carbondale (PhD)
Department of Psychology
Carbondale, IL 62901
51. University of Southern Mississippi (PhD)
Department of Psychology
Hattiesburg, MS 39406
52. University of St. Thomas (PsyD)
Graduate School of Professional Psychology
Minneapolis, MN 55403-2005
53. Teachers College, Columbia University (PhD)
Department of Counseling and Clinical Psychology
New York, NY 10027
54. University of Tennessee—Knoxville (PhD)
Department of Psychology
Knoxville, TN 37996
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55. Tennessee State University (PhD)
Department of Psychology
Nashville, TN 37209-1561
56. Texas A&M University (PhD)
Department of Educational Psychology
College Station, TX 77843-4225
57. University of Texas at Austin (PhD)
Department of Educational Psychology
Austin, TX 78712
58. Texas Tech University (PhD)
Department of Psychology
Lubbock, TX 79409
59. Texas Woman's University (PhD)
Department of Psychology and Philosophy
Denton, TX 76204
60. University of Utah (PhD)
Department of Educational Psychology
Salt Lake City, UT 84112
61. Virginia Commonwealth University (PhD)
Department of Psychology
Richmond, VA 23284-2018
62. Washington State University (PhD)
Department of Educational Leadership and Counseling Psychology
Pullman, WA 99164
63. West Virginia University (PhD)
Department of Counseling, Rehabilitation Counseling, and Counseling
Psychology
Morgantown, WV 26506-6122
64. Western Michigan University (PhD)
Department of Counselor Education and Counseling Psychology
Kalamazoo, MI 49008
65. University of Wisconsin—Madison (PhD)
Department of Counseling Psychology
Madison, WI 53706
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66. University of Wisconsin—Milwaukee (PhD)
Department of Educational Psychology
Milwaukee, WI 53201
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Appendix C
Compassion Fatigue Training Survey (CFTS)
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This survey is designed to ascertain the present state of compassion fatigue education in
all APA-approved clinical and counseling psychology training programs.
Section A- Demographics of Program
1. Is your program accredited?
1. Yes
2. No
2. Is your program's accreditation currently inactive or suspended?
1. Yes
2. No
3. What type of graduate psychology program is your institute?
1. Clinical psychology
2. Counseling psychology
3. Other: Please specify
4. How many total students are enrolled in your program?
1. Small- 0-40 students
2. Medium- 41-100 students
3. Large- 101+ students
5. How many total faculty does your program have?
1. Small- 0-7
2. Medium- 8-14
3. Large- 15+
Section B- Structure for compassion fatigue education
*Compassion Fatigue (CF) is defined as a state of exhaustion and dysfunction –
biologically, psychologically, and socially – [that] can be a result of prolonged exposure
to distress is from client stories resulting in the helping professionals feeling
overwhelmed and/or hopelessness due to a desire to remove the client’s pain (Figley,
1995, 2002).
6. Does your program offer any form of CF prevention training?
1. Yes
2. No
7. If CF training exists in your program, is it a required or optional feature?
1. Required
2. Optional
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8. In what manner is CF training taught in your program?
1. Separate course
2. Unplanned event in discussion
3. Part of course/infused with other courses
4. Covered in Supervision
5. Other: Please specify
9. If no CF education currently exists please cite the reason(s). Check all that apply.
1. Lack of need
2. Lack of time
3. Lack of money
4. Designing CF course for future use
5. Other: Please specify
Your participation in this study is greatly appreciated. Thank you for your time and your
responses.
Figley, C.R. (1995). Compassion fatigue: Coping with secondary traumatic stress disorder in those who
treat the traumatized. New York: Brunner/Mazel.
Figley, C.R. (2002). Compassion fatigue: Psychotherapists’ chronic lack of self-care. JCLP/In Session:
Psychotherapy in Practice, 58(11), 1433-1441.
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Recruitment Letter
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October 20, 2014
XXX
XXX
XXX
Dear XXX,
My name is Marissa Scroggins. I am a psychology graduate student in the Clinical
Psychology Psy.D. program at Antioch University Seattle- Washington. I would like to
ask for your participation in my research study, a descriptive study examining the current
levels of Compassion Fatigue training in APA-Accredited Clinical and Counseling
Programs.
The average time to complete the survey is approximately 10 minutes or less. I am
inviting program chairs of all APA-accredited clinical and counseling psychology
training programs in the United States to participate. This study has been reviewed by the
Institutional Review Board (IRB) at Antioch University Seattle and has been granted full
approval. The success of this research project depends in large part upon your
contribution.
I am interested in the training practices of APA-accredited clinical and counseling
psychology programs. Particularly, I would like information about whether training is
offered in compassion fatigue and if so how it is carried out. I realize that programs are
not required to offer extensive coursework in this area but would appreciate your
participation so the availability of such curriculum can be assessed.
This survey is voluntary and confidential. The information you provide will be used in an
aggregate from for statistical analysis. Therefore, no individual program will be cited.
Surveys will be conducted online further protecting anonymity.
The data collected will be stored for seven years, in a secured, password protected format
and will be destroyed by the researcher afterward. Your participation in this research is
greatly appreciated. I hope to hear from you by 11/20/2014. I thank you in advance for
your time and consideration. As a thank you, you have the option of entering your email
address into a second survey for the chance to win one of twenty-five $10 Amazon
electronic gift cards. The lottery is completely separate from the research survey in order
to maintain confidentiality of responses.
If you have any questions regarding my study, please contact me at either (XXX)XXXXXXX or XXXX@XXXX You may also contact my dissertation chair, Dr. Suzanne
Engelberg, PhD, at (206) 268-4839.
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Sincerely,

Marissa J. Scroggins
Investigator

Suzanne Engelberg, PhD
Chair
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Appendix E
Other responses
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Write-In Responses to “Other”
________________________________________________________________________
Frequency
Lack of need

2

Not part of current curriculum, no clear need at present.
We do not perceive a need for general training in this area.
Lack of time
2
Our curriculum already requires over 80 semester credit hours.
Lack of time.
Lack of money
Lack of money.

1

Designing CF course for future use

0

No evidence for need of CF training
2
This does not appear to have an evidence based in support of its utility.
Is there evidence indicating this is a need?
Self-care
3
While we do not refer to it as “compassion fatigue,” per se, we do encourage our
students to monitor their stress levels and maintain good self-care. This is addressed in
our first year professional development group.
We cover self-care in a variety of ways. Although not specific to CF, we do
provide a training context for discussing the concept.
This would be considered under a broader category of self-care for the therapist,
which is embedded in many different courses and activities in the program.
Interest Level
Interest level.
No student interest.

2

Unsure of need
Unsure of need.

1

No faculty expertise
No faculty expertise.

1

Never considered it

3
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Has not occurred to us to offer this.
Never considered the problem.
Simply not something that is on our radar. Students do not report it, so we have
not attended to it.
Does not fit training model
2
An anti-pragmatic training philosophy.
Our program is based on the clinical science model. As such, much of our
students’ time is spent on research. In our annual anonymous surveys for graduate student
feedback regarding our program we have not received any comments regarding
compassion fatigue.
Not required
Not required.

1

More appropriate for outside training
2
Seems more appropriate to internship training to me.
Done as content in practicum and fieldwork, not as formal coursework.
Integrated into other courses or supervision
10
I see it as something to take care of in supervision and other clinically oriented
courses.
Live Supervision provided; CF is addressed in supervision and advising.
We do not have formal training; however, issues of CF/trauma exposure are
discussed in practicum & supervision courses.
This likely comes across in the context of clinical supervision.
Infused into a variety of clinical training courses.
We deal with it constantly in supervision and the methods we use (acceptance and
mindfulness) are known to be helpful.
This topic is not covered in a specific course/CE per se; however, it is addressed
in numerous contexts of clinical courses, supervision, consultation group,
integration/spiritual formation courses, etc.
Covered in informal mentoring.
We cover this in ethics and practica but do not have a specific module on it.
Discussed in Weekly Colloquium and Weekly Supervision.
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Chi Square Analyses
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Chi Square for hypothesis 1 with original data
CF training

No CF training

Observed Frequencies (o)

17

52

Expected Frequencies (e)

34.5

34.5

Deviation (o-e)

(17-34.5) = -17.5

(52-34.5) = 17.5

Deviation2 (d2)

(17-34.5)2 = 306.25

(52-34.5)2 = 306.25

(17-34.5)2/34.5 = 8.88

(52-34.5)2/34.5 = 8.88

17.76

17.76

d2/e
X2 = (sum)d2/e = critical value,
3.841

Chi Square for hypothesis 1 with researcher-corrected data
CF training

No CF training

Observed Frequencies (o)

27

42

Expected Frequencies (e)

34.5

34.5

Deviation (o-e)

(27-34.5) = -7.5

(42-34.5) = 7.5

Deviation2 (d2)

(27-34.5)2 = 56.25

(42-34.5)2 = 56.25

(27-34.5)2/34.5 = 1.63

(42-34.5)2/34.5 = 1.63

3.26

3.26

d2/e
X2 = (sum)d2/e = critical value,
3.841
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Chi Square for hypothesis 2
Required

Optional

Observed Frequencies (o)

6

10

Expected Frequencies (e)

17.25

17.25

Deviation (o-e)

(6-17.25) = -11.5

(10-17.25) = -7.25

Deviation2 (d2)

(6-17.25)2 = 126.56

(10-17.25)2 = 52.56

(6-17.25)2/17.25 = 7.34

(10-17.25)2/17.25 = 3.05

10.39

10.39

d2/e
X2 = (sum)d2/e = critical value,
3.841

